s 

6  3C 
I97S 


r  LLh5L  i\L       i\ 

AN   EVALUATION   OF 

DEINSTITUTIONALIZATION 

IN  MONTANA 


SB«  DOCUMENTS  COUKM* 

APR  2  5  1978 

MONTANA  STATE  LfBPARY 
936  I  Lynifcto  Aw*. 

H«tena,  Montana  5960) 


AN  ADMINISTRATIVE/PROGRAM  ANALYSIS 
OF  DEINSTITUTIONALIZATION 


Tk  Office  of  the  Governor 
TboMAs  L.  Judqfe,    Governor 


Office  of  Budqer  ancI  PRoqRAM  PIannInq 
George  L,  BousUman,    Djrector 


MSLmi  73 

NOV  9    «© 


Montana  Slate  Libra™ 

3  jam 

3  0864   1004  9760  4 


AN  ADMINISTRATIVE/PROGRAM 
ANALYSIS  OF  DEINSTITUTIONALIZATION* 


Submitted  by: 
Theodore  H.  Clack,  Jr. 


OFFICE  OF  BUDGET  AND  PROGRAM  PLANNING 
PLANNING  -  RESEARCH  DIVISION 


George  Bousliman,  John  S.  Fitzpatrick,  Ph.D. 

Director  Deputy  Director  for 

Planning  and  Research 


*Supported  in  part  by  funds  from 
the  U.S.  Department  of  Health, 
Education  and  Welfare  -  Grant 
No.  50-P-40311/8-01 


Digitized  by  the  Internet  Archive 

in  2011  with  funding  from 

Montana  State  Library 


http://www.archive.org/details/evaluationofdein19782mont 


ACKNOWLEDGEMENT 


For  advice  and  support  during  the  course  of  this  project,  I  wish 
to  thank  John  S.  Fitzpatrick.   For  assistance  with  the  literature 
search  and  interviews  I  wish  to  thank  Jeanne  V.  Richardson  and 
Linda  M.  Gamble.   For  her  invaluable  assistance  in  processing 
our  survey  of  other  states,  and  her  written  summaries  of  state 
programs,  I  again  thank  Linda  M.  Gamble.   Finally,  I  express  my 
sincere  gratitude  to  all  those  who  were  willing  to  give  of  their 
time  and  ideas  in  the  course  of  the  interviews. 


TABLE  OF  CONTENTS 

Page 
Number 

I.   INTRODUCTION  1-1 

II.   AN  ADMIN ISTRATIVE /PROGRAM  ANALYSIS  OF  MONTANA'S 
DEINSTITUTIONALIZATION  PROGRAMS 

.  INTRODUCTION  II-l 

.  METHOD  I 1-5 

A.  PROGRAM  FOR  THE  DEVELOPMENTALLY  DISABLED 

B.  PROGRAM  FOR  THE  EMOTIONALLY  DISTURBED 

.  RESULTS  11-11 

A.  PROGRAM  FOR  THE  DEVELOPMENTALLY  DISABLED 

B.  PROGRAM  FOR  THE  EMOTIONALLY  DISTURBED 

.  DISCUSSION  11-134 

A.  PROGRAM  FOR  THE  DEVELOPMENTALLY  DISABLED 

B.  PROGRAM  FOR  THE  EMOTIONALLY  DISTURBED 

III.   DEINSTITUTIONALIZATION  IN  OTHER  STATES 

.  INTRODUCTION  AND  METHOD  III-l 

.  STATE  PROGRAMS  FOR  THE  DEVELOPMENTALLY  DISABLED  III-2 

.  STATE  PROGRAMS  FOR  THE  EMOTIONALLY  DISTURBED  111-28 

.  SUMMARY  111-60 

IV.   CURRENT  PROFESSIONAL  LITERATURE:   A  PRESENTATION  OF 
RELEVANT  FINDINGS  REGARDING  CLIENT  AND  PROGRAM 
CHARACTERISTICS  IN  DEINSTITUTIONALIZATION 

.  CONCLUSIONS  IV-16 

.  REFERENCES  IV-18 

APPENDIX  IIa-1  INTERVIEW  FORM:   DEINSTITUTIONALIZATION 
PROJECT  -  COUNCIL  MEMBERS 

APPENDIX  IIa-2  INTERVIEW  FORM:   DEINSTITUTIONALIZATION 
PROJECT  -  ADMINISTRATIVE  ANALYSIS 

APPENDIX  IIa-3  INTERVIEW  FORM:   DEINSTITUTIONALIZATION 
PROJECT  -  PROVIDER 

APPENDIX  IIa-4  INTERVIEW  FORM:   DEINSTITUTIONALIZATION 
PROJECT  -  PROGRAM  ANALYSIS 

APPENDIX  IIb-1  MENTAL  HEALTH  EVALUATION 
INTERVIEW  SCHEDULE 


TABLE  OF  CONTENTS 


APPENDIX  IIb-2   ADDITIONAL  QUESTIONS  FOR  MENTAL  HEALTH 
CENTER  PERSONNEL 

APPENDIX  I lb- 3   SURVEY  OF  MENTAL  HEALTH  CENTER 
GOVERNING  BOARD  MEMBERS 

APPENDIX  IIIa-1  MONTANA  SURVEY  OF  STATE  PROGRAMS  FOR 
DEVELOPMENTAL  DISABILITIES  AND 
DEINSTITUTIONALIZATION 

APPENDIX  IIIb-1  MONTANA  SURVEY  OF  STATE  PROGRAMS  FOR 
MENTALLY  DISTURBED  PERSONS 

APPENDIX  IV     AGENCY  COMMENTS  AND  RESPONSES 


-2- 


TABLE  OF  EXHIBITS 


Page 
Number 


TABLE  III-l   SUMMARY  SHEETS:   STATE  PROGRAMS  SURVEY  — 
PROGRAMS  FOR  DEVELOPMENTAL  DISABILITIES 
AND  DEINSTITUTIONALIZATION  I I 1-4,5 


TABLE  III-2   SUMMARY  SHEETS:   STATE  PROGRAMS  SURVEY  — 
PROGRAMS  FOR  EMOTIONALLY  DISTURBED  AND 
DEINSTITUTIONALIZATION  111-30,31 


TABLE  I I I- 3   SUMMARY  DATA:   SURVEY  OF  STATE  PROGRAMS 

FOR  DEVELOPMENTALLY  DISABLED  AND  MENTALLY 

DISTURBED  —  LEAD  AGENCIES  FOR  PROGRAM 

ADMINISTRATION  111-55,56,57 


TABLE  III-4   SUMMARY  SHEETS:   STATE  PROGRAMS  SURVEY  — 
PROGRAMS  FOR  DEVELOPMENTALLY  DISABLED 
AND  EMOTIONALLY  DISTURBED  111-58,59 


INTRODUCTION 


I.   INTRODUCTION 

Formal  state  programs  to  deinstitutionalize  developmentally  disabled 
(DD)  and  emotionally  disturbed  (ED)  persons  in  Montana  date  from  the  1975 
session  of  the  Montana  Legislature.   The  impetus  to  establish  these  pro- 
grams, however,  arose  from  the  state  institutions  for  DD  and  ED  persons 
themselves  two  years  earlier.   For  example,  Boulder  River  School  and 
Hospital  (BRSH) ,  the  state  institution  for  DD  persons,  had  adopted  an 
official  policy  of  deinstitutionalization  in  1973.   Several  events  con- 
tributed to  this  trend.   For  one,  labor  difficulties  became  so  severe 
that  it  became  necessary  to  mobilize  National  Guard  troops  to  man 
Montana's  institutions;  this  generated  negative  publicity  about  insti- 
tutional conditions.   Further,  the  existence  of  community  mental  health 
centers  and  the  increasing  agitation  by  professional  and  volunteer 
groups  forced  the  state  to  consider  alternative  modes  of  service  deliv- 
ery for  DD  and  ED  persons.   Finally,  the  U.S.  Department  of  Justice 
brought  suit  against  Montana,  alleging  violation  of  the  civil  rights 
of  DD  persons  in  the  state.   All  of  these  factors  culminated  in  the 
passage  of  enabling  legislation  for  Montana's  programs  of  deinstitution- 
alization for  both  DD  and  ED  persons. 

The  initial  appropriation  to  the  DD  deinstitutionalization  program 
was  $3,837,297  in  FY  1976.   In  FY  1977  this  amount  was  increased  to 
$6,259,443,  a  63  percent  increase.   The  DD  institutional  appropriations 
were  $8,930,850  in  FY  1976,  and  $8,038,077  in  FY  1977.   Corresponding 
appropriations  for  Warm  Springs  State  Hospital,  the  state  institution 
for  the  mentally  ill,  were  $14,857,193  in  FY  1976  and  $15,489,212  in 


FY  1977.   Of  these  funds,  $1,332,552  were  expended  in  pursuit  of  deinsti- 
tutionalization of  ED  persons  in  the  FY  76-77  bienniura. 

Governor  Judge  has  given  high  priority  to  service  programs  for  the 
state's  DD  and  ED  citizens.   In  light  of  this,  the  magnitude  of  the  ap- 
propriations to  those  programs,  and  the  relative  novelty  of  deinstitu- 
tionalization in  Montana,  the  Office  of  Budget  and  Program  Planning 
applied  for  grant  funds  to  evaluate  the  state's  deinstitutionalization 
programs.   A  grant  was  awarded  by  the  Department  of  Health,  Education 
and  Welfare  on  October  1,  1976.   The  evaluation  project  was  to  address 
four  objectives.   These  were: 

1.  To  review  the  successes  and  failures  of  deinstitu- 
tionalization in  other  states 

2.  To  assess  the  impact  of  deinstitutionalization  on 
the  individual  in  terms  of  individual  behavior 
change  and  improvement 

3.  To  develop  a  cost  effectiveness  analysis  of  the 
deinstitutionalization  process 

4.  To  assess  the  efficiency  and  effectiveness  of 
deinstitutionalization  programs  in  terms  of  con- 
tent and  general  administrative  considerations 

This  volume  of  an  evaluation  of  deinstitutionalization  in  Montana 

addresses  the  first  and  last  of  those  objectives. 
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II.   AN  ADMINISTRATIVE/PROGRAM  ANALYSIS  OF  MONTANA'S 
DEINSTITUTIONALIZATION  PROGRAMS 


INTRODUCTION 

Montana's  program  of  deinstitutionalization  of  DD  persons  involves 
the  Departments  of  Health  and  Environmental  Sciences,  Social  and  Reha- 
bilitation Services,  and  Institutions  and  the  Office  of  the  Superintendent 
of  Public  Instruction.   The  Department  of  Social  and  Rehabilitation 
Services  is  designated  by  Montana  statute  (RCM  1947,  Title  71,  Chapters 
19  and  24)  as  the  agency  with  primary  responsibility  for  providing  DD 
services.   That  department  is  responsible  for  providing  protective  ser- 
vices and  community  based  services  for  DD  persons,  and  is  further  charged 
with  developing  rules,  regulations,  plans  and  the  like  to  govern  the 
delivery  of  those  services.   The  other  agencies  mentioned  are  required, 
by  law,  to  cooperate  in  the  delivery  of  DD  services. 

The  DD  program  initially  was  given  bureau  status  within  SRS  and 
later  was  advanced  to  divisional  status.   The  DD  Division  originally 
comprised  a  core  staff,  stationed  in  Helena,  and  five  regional  offices 
stationed  in  the  DD  planning  regions.   The  central  office  was  divided 
into  two  bureaus  -  the  Habilitation  and  Evaluation  Bureau  and  the  Man- 
agement and  Planning  Bureau;  the  regional  offices  were  not  connected 
to  these  bureaus  but  answered  to  the  division  director.   The  division 
has  undergone  a  reorganization  recently.   The  central  and  regional  staff 
now  are  organized  into  two  bureaus.   These  bureaus  are  the  Client  and 
Community  Services  Bureau,  comprising  the  old  H&EB  bureau  and  the  re- 
gional staff,  and  the  Resource  and  Planning  Bureau.   The  division  now 
serves  approximately  1,400  DD  clients. 

Placement  of  DD  clients  was  the  responsibility  of  the  Client  Service 


Coordinators  in  the  central  and  regional  offices.   Community  develop- 
ment activities  and  initial  case  management  of  DD  clients  were  the 
responsibilities  of  the  regional  staff.   After  90  days  in  the  commu- 
nity, case  management  of  DD  clients  is  to  become  the  responsibility 
of  county  social  workers.   County  social  workers  are  not  directly 
accountable  to  the  DD  division  but  to  local,  regional  and  state  super- 
visors.  The  local  supervisors  are  county  employees.   Regional  and 
state  supervisors  work  within  the  Community  Services  Division  of  SRS . 

Services  to  DD  persons  are  delivered  by  nonprofit  provider  orga- 
nizations with  whom  SRS  contracts.   At  the  time  of  this  study,  44 
provider  organizations  were  on  contract  to  SRS.   The  provider  orga- 
nizations are  controlled  by  governing  boards;  these  boards  are  the 
entities  legally  responsible  for  the  actions  of  the  providers.   There 
is  no  formal  relationship  between  SRS  and  the  provider  boards  beyond 
the  contract  governing  the  delivery  of  services. 

Montana  statute  also  created  a  state  DD  advisory  council  and  five 
regional  DD  advisory  councils  (RCM  1947,  71-2406,  2407).   The  state 
council  is  appointed  by  the  Governor  and  comprises  21  persons  who 
represent  state  agencies,  legislators,  consumers  of  services,  the  re- 
gional councils  and  related  professions.   The  regional  councils  comprise 
persons  elected  from  their  county  of  residence,  at  least  one-third  of 
whom  must  be  consumers.   No  formal  administrative  relationship  between 
the  councils  or  the  councils  and  staff  is  specified  by  law. 

Provision  of  mental  health  services  in  Montana  is  the  responsibility 
of  the  Department  of  Institutions.   Institutional  mental  health  services 
are  provided  by  Warm  Springs  State  Hospital  (WSSH) ,  a  component  of  the 
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department.   Community  based  mental  health  services  are  provided  by 
regional  mental  health  centers  (enacted  under  RCM  1947,  Title  15, 
Chapter  23)  on  contract  to  the  department.   The  department  is  given 
statutory  authority  to  enter  into  such  contracts  (see  RCM  1947, 
Title  80,  Chapter  28) . 

Mental  health  centers  are  nonprofit  organizations  which  exist 
independently  of  the  department.   The  centers  are  controlled  by 
governing  boards  which  comprise  one  county  commissioner  from  each 
county  participating  in  a  center's  programs.   The  governing  boards 
are  the  bodies  which  are  legally  responsible  for  the  actions  of  the 
mental  health  centers.   In  addition,  each  center  has  one  or  more 
citizens'  advisory  boards  comprising  interested  persons  who  are  ap- 
pointed by  the  governing  board  member  of  their  county  of  residence. 
The  advisory  boards  inform  the  centers  of  local  needs  and  demands, 
of  local  satisfaction  with  services,  of  local  ideas,  and  the  like. 
In  some  cases,  advisory  boards  have  served  as  political  advocates 
for  the  centers. 

The  initial  program  of  deinstitutionalization  of  ED  persons  was 
accomplished  through  the  "WSSH  Contract".   Under  this  contract,  the 
mental  health  centers  agreed  to  provide  services  to  former  WSSH  patients 
on  a  flat  fee  per  capita  basis.   The  initial  reimbursement  proved  to 
be  inadequate  and  was  later  increased.   Centers  also  were  reimbursed 
on  a  cost-per-service  basis,  when  those  costs  could  be  documented. 
Where  possible,  clients  were  placed  within  their  region  of  origin. 

Data  from  WSSH  indicate  that  the  majority  of  clients  were  placed 
in  nursing  homes.   Of  a  total  of  426  reported  placements,  313  were  in  rest 
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homes.   A  total  of  53  clients  were  placed  in  group  homes;  29  were 
placed  in  sheltered  workshops.   The  remaining  clients  were  placed  in 
halfway  houses  and  "other"  placements.   Although  clients  were  to  be 
placed  within  their  region  of  origin,  some  were  placed  in  other  regions. 
Region  IV  received  more  clients  from  different  regions  than  any  other 
region.   Of  a  total  of  186  placements  in  that  region,  62  were  from 
other  regions,  the  majority  from  region  II. 

WSSH  lists  discharged  patients  under  two  general  categories; 
direct  discharge  and  placement  discharge.   In  1977,  the  majority  of 
persons  receiving  direct  discharges  fell  within  the  age  range  of  19 
to  49  years.   The  vast  majority  of  those  receiving  placement  discharges 
were  aged  50  or  more.   Nearly  42  percent  of  those  discharged  from 
WSSH  in  1977  received  placement  discharges.   These  data  suggest  that 
the  program  to  deinstitutionalize  ED  persons  serves  an  older  population. 
The  population  receiving  direct  discharges,  which  implies  no  direct 
referral  to  mental  health  centers,  displays  a  more  normal  age  distribu- 
tion. 

Both  of  Montana's  deinstitutionalization  programs  are  unusual  in 
that  the  agencies  directly  responsible  for  the  delivery  of  services  do 
not  have  direct  control  over  the  organizations  that  provide  those  ser- 
vices.  Both  programs  also  are  designed  to  place  a  large  degree  of 
program  control  in  the  hands  of  local  citizens.   These  citizens  serve 
their  program  functions  on  a  volunteer  basis.   The  evaluation  of  these 
programs  focussed  heavily  upon  assessing  the  management  structure  under 
which  the  programs  operate  and  identifying  areas  where  improvements 
could  be  made. 
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METHOD 


A.   Program  for  the  Developmentally  Disabled 

A  series  of  null  hypotheses  was  drawn  from  a  review  of  enabling 
legislation,  administrative  and  policy  documents,  and  discussion  papers 
concerning  the  Developmental  Disabilities  Division  (DDD)  of  the  De- 
partment of  Social  and  Rehabilitation  Services  (SRS) .   Staff  meetings 
of  the  DDD  were  attended  to  provide  a  preliminary  test  of  the  validity 
of  these  hypotheses.   The  hypotheses  tested  in  the  course  of  this 
evaluation  were  as  follows: 

1.  There  is  no  single,  clearly  written  policy  document 
outlining  the  goals  and  objectives  of  the  DDD  pro- 
gram 

2.  There  is  no  single,  clearly  written  policy  document 
outlining  the  goals  and  objectives  of  Montana's 
deinstitutionalization  program  other  than  the 
enabling  legislation 

3.  There  is  no  formal  management  plan  for  the  DDD  that 
indicates: 

(a)  who  is  ultimately  in  charge  of  and  accountable 
for  the  DDD  program 

(b)  the  relative  roles  and  responsibilities  of 
state  and  regional  offices  and  councils 

(c)  who  precisely  is  accountable  to  whom  for  what 
specific  products 

4.  The  regional  councils  and  offices  have  inconsistent 
interpretations  and  expectations  regarding  their 
roles  and  responsibilities  and  those  of  their  state 
counterparts 

5.  There  is  no  known  formal  management  document  within 
SRS  that  specifically  outlines  and  explains  the 
jurisdictions,  responsibilities,  and  relative  authori- 
ties of  the  various  divisions  and  bureaus  of  SRS  as 
they  relate  to  DD  client  case  management;  if  such  a 
document  exists,  it  has  been  neither  disseminated  nor 
enforced 
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6.  There  is  at  present  no  formal  policy,  plan,  or  proce- 
dure within  SRS  or  DDD  for  the  evaluation  of  program 
effectiveness  from  the  standpoints  of: 

(a)  assessment  of  client  maintenance  and  progress 

(b)  administrative  effectiveness  and  control 

(c)  standards,  guidelines,  and  criteria  for  the 
assessment  of  personnel  and  program  content 

7.  Administrative  relationships  between  SRS  and  the  Depart- 
ment of  Institutions  have  not  been  clearly  defined  for 
the  purpose  of  facilitating  deinstitutionalization 

Validation  of  the  hypotheses  required  direct  contact  with  the 
persons  involved  at  all  levels  of  the  DDD  program.   A  separate  survey 
was  developed  for  each  major  group  within  the  DDD  program — council 
members,  providers,  program  staff  (including  county  social  workers), 
and  administrators  (see  Appendices  Ila  1-4) .   These  were  administered 
in  personal  interviews. 

The  surveys  were  administered  to  all  DDD  program  and  administra- 
tive personnel,  to  about  70  percent  of  the  nonprofit  service  providers, 
to  about  25  percent  of  the  state  and  regional  DD  advisory  council 
members,  and  to  about  20  percent  of  the  county  social  workers  who 
manage  DD  clients.   Selection  of  samples  was  done  by  sociological 
sampling — knowledgeable  persons  at  various  levels  of  the  program  were 
asked  to  name  others  who  would  be  most  representative  of  a  given  group. 
A  large  sample  of  providers  was  surveyed,  due  to  the  variability  in 
size,  program  type,  and  age  among  provider  programs. 

All  interviews  were  conducted  by  the  project  manager  or  his 
assistant.   Each  interview  was  initiated  with  a  description  of  the 
project  and  an  explanation  of  the  survey.   Each  respondent  was  in- 
formed that  his  responses  were  confidential.   Following  the  intro- 
duction, each  question  was  read  from  the  form.   Where  possible, 
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answers  were  recorded  verbatim.   Where  this  was  not  possible,  the 
answers  were  paraphrased  and  read  to  the  respondent  for  his  approval. 
Paraphrased  answers  were  recorded  only  with  the  respondent's  approval. 

The  data  were  summarized  by  question,  by  group,  and  by  region 
after  all  interviews  had  been  completed.   Those  data  amenable  to 
tabular  presentation  were  processed  accordingly.   No  statistical 
manipulations  were  applied  to  the  data. 

B.   Program  for  the  Emotionally  Disturbed 

No  formal  hypotheses  were  developed  for  the  evaluation  of  the 
state's  deinstitutionalization  program  for  emotionally  disturbed 
(ED)  persons.   Instead,  attention  was  focused  upon  basic  manage- 
ment issues.   Many  of  these  issues  are  similar  to  those  addressed 
in  evaluation  of  the  DD  program;  some  were  suggested  by  persons 
familiar  with  problems  within  the  program  to  deinstitutionalize 
ED  persons.   The  issues  examined  fall  into  four  general  categories — 
planning  and  policy,  management,  evaluation,  and  methodological 
concerns — and  are  discussed  below. 

Policy  and  Planning  Issues 

The  Montana  program  to  deinstitutionalize  emotionally  disturbed 
persons  involves  three  operationally  distinct  groups:   The  Department 
of  Institutions,  Warm  Springs  State  Hospital  (WSSH) ,  and  the  Mental 
Health  Centers.   In  order  to  coordinate  action  between  such  dissimilar 
entities,  it  is  necessary  to  establish  specific  statements  of  direction 
and  purpose.   Many  questions  were  intended  to  determine  the  existence 
of  program  goals,  objectives,  and  responsibilities,  the  respondents' 
awareness  of  them,  and  their  content,  source,  and  degree  of  dissemination, 
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Other  questions  were  designed  to  determine  whether  data  were  avail- 
able regarding  costs  of  and  demand  for  service,  the  existence  of 
admissions  policies  for  WSSH,  and  the  relative  roles  of  various 
parties  to  the  deinstitutionalization  program  for  ED  persons. 

Management  Issues 

Given  the  structure  of  Montana's  program,  deinstitutionalization 
would  appear  to  require  a  number  of  management  systems  and  consid- 
erable management-related  data.   Questions  were  asked  to  determine 
the  existence  of  systems  to  monitor  client  status,  contracts,  and 
costs  for  services  and  budgets.   Other  questions  addressed  the 
definition  of  clients  who  may  be  best  suited  for  community  placement, 
the  existence  of  arrangements  for  coordination  in  service  delivery 
among  all  parties  to  the  program,  and  the  existence  of  programs  for 
development  of  community  service  alternatives.   Additional  questions 
were  asked  about  management  practices  in  contract  implementation, 
mental  health  center  operations,  and  statutory  requirements. 

Evaluation  Issues 

The  deinstitutionalization  program  and  the  mental  health  centers 
are  supported  by  public  funds,  and  they  also  are  controlled  in  large 
measure  by  law.   Under  such  circumstances,  the  existence  of  evaluation 
data  and  systems  to  collect  and  analyze  them  become  quite  important. 
A  series  of  questions  was  developed  to  identify  evaluation  systems 
and  data  now  in  use  within  these  programs.   These  questions  addressed 
both  client  and  program  concerns. 
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Methodological  Issues 

Successful  deinstitutionalization  comprises  many  activities, 
such  as  selection  of  clients,  development  of  placements,  coordina- 
tion of  services,  and  program  planning.   Questions  in  this  section 
address  these  matters. 

One  survey  instrument  was  developed  to  guide  direct  interviews 
with  personnel  within  the  Department  of  Institutions,  WSSH,  and 
each  mental  health  center.   A  supplemental  survey  form  was  developed 
to  address  the  interactions  between  governing  and  advisory  boards, 
and  the  staff  of  each  mental  health  center.   Finally,  a  third  survey 
form  was  developed  and  was  mailed  to  each  governing  board  member 
of  each  mental  health  center.   The  survey  forms  are  presented  in 
(Appendices  IIB  1-3) 

All  surveys,  except  those  mailed  to  governing  board  members, 
were  administered  by  personal  interview.   The  entire  staff  of  the 
Mental  Health  Bureau  of  the  Department  of  Institutions  was  interviewed, 
as  was  the  department's  director  of  the  Adaptive  Services  Division. 
Interview?;  at  WSSH  were  held  with  the  top  administrative  staff,  the 
directors  of  most  regions,  leaders  of  clinical  departments,  and  social 
services  staff.   The  latter  were  most  directly  involved  in  the  mechan- 
ics of  the  deinstitutionalization  process.   The  administrative  staff, 
department  heads,  and  managers  of  the  outreach/aftercare  staff  of  each 
mental  health  center  were  interviewed. 

All  interviews  were  conducted  by  the  project  manager  or  his  assis- 
tant.  Each  interview  was  initiated  with  a  description  of  the  project 
and  an  explanation  of  the  survey.   Each  respondent  was  informed  that 
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his  responses  were  confidential.   Following  the  introduction,  ques- 
tions were  read  from  the  form.   Where  possible,  answers  were  recorded 
verbatim.   Where  this  was  not  possible,  the  answers  were  paraphrased 
and  read  to  the  respondent  for  his  approval.   Paraphrased  answers 
were  recorded  only  with  the  respondent's  approval. 

Data  obtained  from  the  interviews  were  summarized  by  question 
and  by  agency  after  all  interviews  had  been  completed.   No  statistical 
manipulations  were  applied  to  the  data. 
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RESULTS 

A.   Program  for  the  Developmental!;/  Disabled 

Individual  interviews  were  summarized  by  question,  by  respondent 
group,  and  by  region.   Differences  in  the  nature  of  the  responses  by 
region  were  slight  and,  for  that  reason,  the  information  presented 
below  was  not  separated  by  region.   Instead,  the  responses  are  pre- 
sented by  respondent  group  in  the  context  of  each  hypothesis. 

HYPOTHESIS  1.   THERE  IS  NO  SINGLE,  CLEARLY  WRITTEN  POLICY  DOCUMENT 

OUTLINING  THE  GOALS  AND  OBJECTIVES  OF  THE  DDD  PROGRAM. 
Hypothesis  1  was  addressed  by  a  seven-part  question  in  the  survey 
of  council  members  and  program  administrators.   The  question  inquired 
about  the  existence  of  such  a  document,  its  content,  its  usefulness, 
the  respondent's  opinion  of  its  worth,  the  changes  that  should  be  made 
in  the  existing  document(s),  and  its  necessity. 

a.   Regional  and  State  DP  Advisory  Council  Members 
The  question  was  asked  of  twenty-five  regional  council  members. 
Nine  respondents  stated  that  such  a  document  existed,  one  stated  that 
a  document  existed  but  that  it  did  not  address  issues  introduced  by 
the  question,  eleven  stated  that  no  such  document  was  available,  and 
three  did  not  know.   The  usefulness  of  the  document  in  question,  and 
of  related  documents,  received  low  rating;  nine  respondents  stated 
that  available  statements  could  not  be  used  to  determine  appropriate 
program  activities,  two  were  uncertain,  one  gave  a  qualified  yes, 
and  four  stated  that  the  document  was  useful.   Despite  the  reported 
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]ow  utility  of  the  existing  document,  the  majority  of  respondents 
considered  it  worthwhile.   Eighteen  respondents  considered  a  docu- 
ment of  this  nature  necessary;  the  remainder  did  not  answer.   Most 
respondents  agreed  upon  the  content  to  be  included  within  such  a 
document . 

The  responses  of  the  state  council  members  did  not  differ  sub- 
stantially from  those  of  the  regional  council  members,  although  none 
thought  a  document  of  the  nature  addressed  by  hypothesis  1  existed. 

b.  Administrators 

Of  the  eight  respondents  in  this  category,  only  one  believed  a 
specific  policy  document  was  in  existence,  and  he  indicated  that  the 
plans  of  the  regional  DD  councils  would  fulfill  its  purpose.   Two 
respondents  considered  existing  documents  useful  in  determining  ap- 
propriate program  activities,  but  only  in  conjunction  with  other 
documents.   All  but  one  respondent  stated  that  such  a  document  is 
necessary.   Their  opinions  of  what  such  a  document  should  contain 
were  practically  identical  to  those  of  the  regional  council  members. 

c.  Providers 

A  question  similar  to  that  asked  of  council  members  was  adminis- 
tered to  service  providers.   The  question  inquired  whether  material 
from  the  DDD  had  been  received  concerning  its  goals  and  objectives, 
whether  such  information  was  useful  in  determining  appropriate  program 
activities,  and  whether  such  material  is  necessary. 

Eighteen  respondents  stated  that  no  such  material  had  been  received, 
thirteen  stated  that  material  had  been  received,  but  five  of  these  stated 
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that  the  material  was  vague  or  sketchy.   Most  respondents  did  not 
consider  the  available  information  to  be  useful  in  determining  ap- 
propriate program  activities.   All  but  two  respondents  considered 
such  information  to  be  necessary.   One  respondent  did  not  know 
whether  such  information  was  necessary;  another  stated  that  it  was 
not. 

d.   Conclusion 

The  results  support  the  hypothesis.   The  vast  majority  of  respon- 
dents stated  that  no  single  document  adequately  conveys  the  goals  and 
objectives  of  the   DD  program.   Practically  all  respondents  considered 
such  information  necessary.   State  and  regional  DD  advisory  council 
members  were  remarkably  consistent  in  their  statements  that  a  program 
policy  document  should  exist  and  indicated,  in  the  words  of  one  respon- 
dent, that: 

The  document  should  be  concise  and  coherent ,  and  should 
provide  explicit  policy  direction,  program  goals  and 
objectives,  roles,  and  responsibilities.   It  should  in- 
dicate what  we  intend  to  provide  statewide,  the  levels 
of  services,  and  implementation  guidelines  and  strategy. 
It  also  should  address  overall  training  objectives  for 
all  levels  of  the  program. 

HYPOTHESIS  2.   THERE  IS  NO  SINGLE,  CLEARLY  WRITTEN  POLICY  DOCUMENT 
OUTLINING  THE  GOALS  AND  OBJECTIVES  OF  MONTANA'S 
DEINSTITUTIONALIZATION  PROGRAM,  OTHER  THAN  THE 
ENABLING  LEGISLATION. 
Hypothesis  2  also  was  addressed  by  a  seven-part  question  in  the 
surveys  of  council  members  and  program  administrators.   This  question 
was  not  asked  of  providers  and  program  staff.   The  question  inquired 
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about  the  existence  of  a  single,  clearly  written  document,  its  con- 
tent, usefulness,  and  perceived  worth  and  necessity.   The  question 
also  allowed  the  respondents  to  indicate  what  such  a  document  should 
contain. 

a.   Regional  and  State  DP  Advisory  Council  Members 
Of  the  twenty-five  regional  council  members  answering  this  ques- 
tion, eleven  stated  that  a  document  of  this  sort  existed,  one  was 
undecided,  four  did  not  know,  and  eight  stated  that  no  such  document 
existed.   Four  respondents  mentioned  the  state  DD  plan  in  this  con- 
text, two  mentioned  regional  DD  plans,  six  stated  that  policy  informa- 
tion is  available,  but  only  by  reviewing  many  documents.   Only  five 
respondents  found  the  available  policy  information  to  be  useful  in 
determining  appropriate  program  activities.   Twelve  respondents  found 
the  available  material  to  be  worthwhile.   All  respondents  stated  that 
a  single  statement  of  deinstitutionalization  is  necessary.   Although 
there  was  some  variability  in  the  answers,  the  respondents'  suggestions 
indicated  that  a  deinstitutionalization  policy  should  provide: 
.  state  program  goals,  priorities,  and  direction 

.  an  understanding  of  the  nature,  purpose,  and  objectives 
of  deinstitutionalization 

.  the  levels  of  deinstitutionalization  to  be  sought 

.  an  identification  of  appropriate  programs 

.  roles  and  responsibilities  of  the  various  parties  to 
the  program 

.  the  expected  final  status  of  institutions  and  the 
institutional  process 

Four  of  the  five  state  council  members  interviewed  indicated  that 

no  such  document  exists.   The  other  respondent  indicated  that  the  state 
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DD  plan  fulfilled  this  function  but  that  "it  is  much  too  voluminous." 
All  respondents  indicated  that  such  a  document  is  necessary.  Accord- 
ing to  four  respondents,  it  should  contain: 

.  the  philosophy  of  the  program 

.  program  priorities 

.  identification  of  existing  programs  and  resources 

.  identification  of  those  eligible  for  the  program 

.  identification  of  service  option 

.  a  specification  of  the  scope  of  the  program  regarding 
clients,  services,  and  the  agencies  involved 

.  a  specification  of  horizontal  and  vertical  program 
responsibilities 

b.  Administrators 

Six  of  the  eight  administrators  interviewed  stated  that  no  such 
policy  document  exists  as  a  single  source.   The  two  who  considered 
such  a  document  to  exist  referred  to  regional  DD  plans.   Only  one  of 
the  two  respondents  alluding  to  regional  plans  considered  them  useful 
in  determining  appropriate  program  activities,  and  then  only  with  the 
support  of  other  documents.   Another  respondent  suggested  that  the 
enabling  legislation  was  useful  in  this  regard,  but  "only  as  an  ini- 
tial filter  for  making  a  decision."   The  content  suggested  by  the 
administrators  was  similar  to  that  suggested  by  the  council  members, 
but  the  administrators  placed  a  greater  emphasis  on  clarification  of 
roles  and  responsibilities. 

c.  Conclusion 

Although  most  regional  council  members  indicated  that  a  single 
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document  clearly  stating  deinstitutionalization  policies  does  exist, 
there  was  no  clear  agreement  on  the  identity  of  that  document.   Fur- 
ther, few  found  existing  documents  to  be  useful  in  determining  ap- 
propriate program  activities.   Most  state  council  and  administrative 
personnel  stated  that  no  single  document  adequately  addressed  program 
policy.   The  vast  majority  of  respondents  considered  a  statement  of 
deinstitutionalization  goals  to  be  necessary.   Council  members  and 
administrative  personnel  were  consistent  in  stating  that  such  a  docu- 
ment should  clearly  define  the  nature  and  scope  of  the  state's  de- 
institutionalization effort,  establish  priorities,  assign  roles  and 
responsibilities,  and  identify  appropriate  program  activities.   The 
research  findings  are  consistent  with  the  null  hypothesis  posited 
for  this  area  of  inquiry. 

HYPOTHESIS  3.   THERE  IS  NO  FORMAL  MANAGEMENT  PLAN  FOR  THE  DDD  THAT 

INDICATES: 

.  who  ultimately  is  in  charge  of  and  accountable  for  the 
DDD  program 

.  the  relative  roles  and  responsibilities  of  state  and 
regional  offices  and  councils 

.  who  precisely  is  accountable  to  whom  for  what  specific 
products 


HYPOTHESIS  4.   THE  REGIONAL  COUNCILS  AND  OFFICES  HAVE  INCONSISTENT 
INTERPRETATIONS  AND  EXPECTATIONS  REGARDING  THEIR 
ROLES  AND  RESPONSIBILITIES  AND  THOSE  OF  THEIR  STATE 
COUNTERPARTS . 
Hypotheses  3  and  4  are  closely  related  and  were  addressed  by  some 

of  the  same  questions  in  the  survey  forms.   For  this  reason,  the  results 
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pertinent  to  both  these  hypotheses  are  discussed  together. 

Several  questions  in  the  surveys  of  council  members  and  admin- 
istrators addressed  these  hypotheses.   These  questions  inquire  whether 
documents  exist  that  clearly  state  the  authority,  responsibilities, 
and  goals  of  the  councils  and  staff,  and  whether  they  are  useful. 
They  also  ask  of  administrative  relationships  purported  to  exist 
among  various  parties  in  the  DD  program,  and  of  responsibilities  for 
specific  products.   In  the  survey  of  service  providers,  one  question 
asks  the  providers  for  their  perceptions  of  the  appropriate  roles  and 
responsibilities  of  state  and  regional  councils  and  staff.   The  survey 
of  program  personnel  did  not  directly  address  this  hypothesis. 

a.   Regional  and  State  DD  Advisory  Council  Members 
Eleven  regional  council  members  indicated  that  there  was  no  docu- 
ment clearly  stating  their  responsibilities,  authority,  and  goals. 
Seven  respondents  did  not  know  whether  such  a  document  existed;  six 
stated  that  one  did.   A  majority  stated  that  related  documents  were 
useful  and  worthwhile,  but  only  in  a  very  general  sense.   All  respon- 
dents indicated  that  a  formal  management  plan  for  the  DDD  was  necessary. 
Few  respondents  considered  the  state  and  regional  plans,  the  enabling 
legislation,  and  the  council  by-laws,  adequate  to  resolve  the  issue 
of  council  responsibilities  and  authorities.   Most  respondents  in- 
dicated that  specific  roles,  responsibilities,  authorities,  and  relation- 
ships should  be  defined  for  councils  and  staff  at  the  state  and  re- 
gional levels.   Many  suggested  that  council  members  be  given  training 
in  these  matters.   Several  respondents  indicated  that  the  regional 
councils  should  have  more  authority  and  that  such  authority  should 
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be  clearly  defined.   Some  respondents  were  concerned,  however,  that 
the  grass  roots  nature  of  the  program  might  be  weakened  if  the  over- 
all program  is  given  a  more  formal  structure;  they  urged  that  this 
be  avoided. 

Of  the  state  council  members,  two  stated  that  a  document  address- 
ing a  DDD  management  plan  exists,  one  did  not  know,  and  two  gave 
qualified  answers.   Some  respondents  expressed  frustration  that  the 
issue  of  council  authorities  and  responsibilities  still  had  not  been 
resolved.   The  enabling  legislation,  council  by-laws,  and  state  and 
regional  plans  were  noted  as  containing  information  of  this  sort. 
Four  state  council  respondents  stated  that  a  document  addressing  this 
issue  is  necessary;  one  stated  that  the  enabling  legislation  is  suf- 
ficient to  resolve  the  issue.   Suggested  contents  of  such  a  document 
were  almost  identical  to  those  mentioned  by  regional  council  members. 

One  question  asked  for  the  respondents'  opinions  of  the  authority 
of  council  members  to  assume  certain  program  management  tasks.   Twelve 
regional  council  members  stated  that  councils  should  not  determine 
the  qualifications  of  DDD  staff;  fifteen  stated  that  councils  should 
play  no  role  in  establishing  staff  pay  scales.   Of  the  nine  respondents 
who  stated  that  councils  should  play  a  role  in  staff  selection,  five 
indicated  that  the  role  should  be  solely  advisory  or  in  cooperation 
with  the  staff.   Similarly,  four  respondents  felt  that  the  councils 
should  play  only  an  advisory  role  in  setting  pay  scales.   The  remainder 
of  the  respondents  were  uncertain  about  this  issue. 

Ten  respondents  stated  that  councils  should  determine  the  quali- 
fications of  providers;  thirteen  stated  that  they  should  not.   Similarly, 
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thirteen  respondents  felt  that  the  councils  should  play  no  role  in 
setting  provider  pay  scales.   One  suggested  a  minor  role  for  the 
councils  in  such  matters,  and  seven  stated  that  councils  should 
determine  provider  pay  scales.   The  remainder  of  the  respondents 
were  undecided  or  did  not  answer.   Most  respondents  felt  that  the 
councils  should  not  be  involved  in  determining  the  administrative 
procedures  of  state  and  local  DD  offices  and  provider  organizations. 
Many  of  the  respondents  stated  that  the  councils  should  be  informed 
of  all  these  matters  and  should  provide  input,  but  on  an  advisory 
basis  only. 

Four  of  the  five  state  council  members  interviewed  indicated 
that  the  councils  should  not  determine  provider  and  staff  qualifi- 
cations, and  pay  scales  or  administrative  matters  within  those  or- 
ganizations.  One  respondent  stated  that  the  councils  should  provide 
advisory  input  only. 

The  respondents  also  were  asked  their  perceptions  of  the  roles 
and  responsibilities  of  the  state  and  regional  councils  and  state 
and  regional  staff.   The  results  were  characterized  by  a  high  degree 
of  variability.   Ten  respondents  considered  the  regional  councils 
to  be  responsible  for  regional  policymaking,  planning,  needs  assess- 
ment, and  program  monitoring.   Nine  respondents  considered  the  state 
council  to  be  responsible  for  overall  coordination,  oversight,  and 
statewide  policy  and  planning  for  the  DD  program.   Many  respondents 
were  uncertain  about  the  roles  and  responsibilities  of  the  state 
council  and  state  staff — ten  respondents  did  not  know  what  functions 
the  state  council  performs,  seven  had  no  firm  knowledge  of  the  functions 
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of  the  state  staff.   The  most  common  perception  (eleven  responses) 
was  that  the  regional  DDD  staff  served  as  the  action  arm  for  the 
regional  councils.   Some  respondents  said  that  the  regional  councils 
are  attempting  to  assume  too  much  responsibility,  especially  in 
program  evaluation  and  management. 

Three  of  the  five  state  council  respondents  were  uncertain  about 
the  roles  and  responsibilities  of  the  state  staff;  two  were  uncertain 
about  the  functions  of  the  regional  staff.   One  respondent  did  not 
feel  that  he  could  state  the  functions  of  the  state  council.   Another 
indicated  that  those  functions  are  poorly  defined,  and  a  third  stated 
that  they  were  in  transition.   Despite  this  confusion,  there  was  some 
agreement  that  the  state  council  provides  program  policy,  oversight, 
and  planning.   Generally,  it  was  perceived  that  the  regional  councils 
duplicate  the  functions  of  the  state  council  at  the  regional  level, 
serving  as  advocacy  and  liaison  groups. 

When  asked  about  the  administrative  relationship  between  the 
councils  and  the  staff,  the  majority  of  respondents  indicated  either 
that  they  did  not  know  or  that  there  was  no  formal  administrative 
relationship  between  the  various  entities.   This  response  was  even 
more  obvious  from  state  council  respondents.   However,  the  regional 
staff  were  definitely  considered  subordinate  to  the  state  staff. 

b.   Administrators 

Administrators  were  evenly  divided  in  their  opinions  about  whether 
a  formally  recognized  management  plan  exists  for  the  DDD.   Those  stat- 
ing that  such  a  plan  does  exist  referred  to  a  document  prepared  by  the 
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Office  of  Budget  and  Program  Planning  (OBPP) — three  of  these  respon- 
dents considered  that  document  inadequate  and  noted  that  it  had  not 
been  fully  implemented.   When  asked  who  is  (was)  responsible  for 
the  DDD  program,  most  did  not  answer.   One  mentioned  the  Governor, 
one  mentioned  the  Administrator  of  the  DDD,  and  a  third  mentioned 
SRS  and  OBPP. 

When  questioned  about  the  roles  and  responsibilities  of  state 
and  regional  councils  and  staff,  administrative  respondents  were 
somewhat  more  consistent  than  council  members  in  their  answers.   One- 
half  of  the  respondents  indicated  that  the  functions  of  state  and 
regional  councils  were  unclear.   A  majority  of  the  respondents  added 
that  the  state  council  fills  an  advisory  role  and  provides  input  on 
DD  planning  and  management  matters.   A  similar  function  was  perceived 
for  the  regional  councils.   All  respondents  agreed  that  the  state 
staff  are  meant  to  set  overall  program  standards  and  procedures  and 
provide  technical  support  to  all  levels  of  the  program.   The  state 
staff  also  are  perceived  as  providers  of  fiscal  management  and  evalua- 
tion for  the  program.   All  respondents  also  perceived  the  regional 
staff  as  "performing  all  on-line  work  in  community  organization,  pro- 
gram development,  program  maintenance,  and  consumer  evaluation." 

Administrators  were  asked  who  is  responsible  for  certain  specific 
tasks.   Their  answers  were  quite  consistent.   Most  agreed  that  the 
State  Council  is  responsible  for  development  of  the  state  plan,  and 
that  the  regional  councils  and  regional  staff  are  responsible  for  the 
regional  plans.   The  state  staff  was  considered  responsible  for  de- 
veloping policy  and  standards  in  most  areas,  with  the  help  of  the 
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regional  staff  in  provider  contracts,  provider  services,  and  client 
tracking.   Some  respondents  indicated  that  the  assignment  of  respon- 
sibility often  is  unclear  and  that  often  many  parties  are  involved 
in  performing  some  functions.   Several  respondents  indicated  that 
particular  problems  exist  in  the  area  of  defining  standards  for 
quality  of  care  and  professional  personnel. 

Administrators  were  quite  consistent  in  their  perceptions  of 
the  administrative  relationships  between  the  regional  and  state 
councils  and  staff.   All  respondents  stated  either  that  no  formal 
relationship  exists  between  state  and  regional  councils  and  the 
state  staff  and  state  and  regional  councils,  or  that  they  did  not 
know  the  relationship.   All  respondents  agreed  that  the  regional 
staff  is  accountable  to  the  administrator  of  the  DDD,  but  not  to  the 
state  staff.   Opinion  was  evenly  divided  about  the  relationship 
between  the  regional  councils  and  the  regional  staff — the  regional 
staff  is  considered  to  be  either  accountable  to  or  at  parity  with 
the  regional  councils. 

c.   Providers 

Providers  were  asked  to  state  what  they  considered  the  appropriate 
roles  and  responsibilities  of  the  state  and  regional  councils  and  staff 
to  be.   Their  responses  were  quite  variable.   When  asked  what  the  role 
and  responsibilities  of  the  state  council  should  be,  ten  respondents 
stated  that  it  should  provide  an  ecumenical  focus  for  discussion  of 
statewide  issues  in  DD  programs — an  assessment  of  the  needs  of  DD  per- 
sons, and  coordination  of  all  state  activities  in  the  DD  area.   These 
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respondents  also  suggested  that  the  state  council  should  be  more 
representative  of  and  responsive  to  the  regional  councils.   The 
next  most  common  response  was  uncertainty — nine  respondents  stated 
that  they  did  not  know  what  the  role  and  responsibilities  of  the 
council  are  or  should  be.   There  was  very  little  similarity  between 
the  other  responses  to  this  question. 

Even  greater  variability  characterized  the  respondents'  per- 
ceptions of  the  regional  councils.   Seven  respondents  stated  that 
the  regional  bodies  should  monitor,  evaluate,  and  advise  programs; 
and  provide  education  to  the  public  and  the  providers.   Four  respon- 
dents suggested  that  the  regional  group  should  serve  the  same  purpose 
as  the  state  council,  but  with  a  regional  focus.   Four  respondents 
stated  that  the  regional  councils  should  give  support  to  providers 
and  facilitate  their  programs.   The  remaining  twenty  answers  ranged 
from  a  statement  that  the  regional  bodies  are  unnecessary  to  one 
that  said  regional  councils  should  control  the  entire  program. 

The  respondents'  perceptions  of  the  state  and  regional  staff 
were  more  consistent.   Ten  respondents  stated  that  the  regional  staff 
should  serve  as  technical  assistants,  coordinators,  and  facilitators 
for  the  provider  programs.   Nine  suggested  that  the  regional  staff 
should  provide  essentially  these  same  services,  but  for  all  groups 
in  the  region  and  not  just  the  providers.   Six  respondents  stated 
that  the  regional  staff  should  be  subordinate  to  the  regional  council 
and  should  support  that  body  with  technical  assistance  and  other 
staff  work. 

Fourteen  respondents  indicated  that  the  state  staff  should  play 
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a  strong  role  in  DD  program  implementation.   This  role  would  include 
planning,  coordination,  communication,  direction,  training,  and  the 
establishment  of  uniform  standards,  guidelines,  and  program  procedures. 
Six  respondents  perceived  the  proper  role  of  the  state  staff  as  that 
of  providing  narrowly  prescribed  technical  assistance  to  all  levels 
of  the  program.   Six  respondents  did  not  know  what  role  the  state 
staff  fulfills  or  what  that  role  should  be. 

Many  of  the  respondents  expressed  concern  that  the  councils  and 
staff  tend  to  interfere  with  internal  provider  activities.   These 
respondents  recognized  that  they  were  accountable  to  the  public,  but 
denied  that  this  accountability  extended  to  management  issues  within 
their  organizations.   There  also  was  some  concern  that  council  members 
were  not  adequately  informed  and  were  too  emotional  in  their  approach 
to  DD  programs. 

d.   Conclusion 

Most  council  members  interviewed  stated  that  no  single  document 
clearly  stating  their  roles,  responsibilities  and  authority  exists. 
Existing  documents  addressing  these  matters  were  considered  inadequate. 
All  respondents  considered  definition  of  these  matters  to  be  necessary 
and  several  expressed  frustration  that  such  tasks  had  not  been  completed. 

Most  respondents  stated  that  the  councils  should  not  determine 
management  and  administrative  matters.   The  majority  of  those  who  did 
perceive  a  council  function  in  such  matters  preferred  that  it  be  purely 
advisory.   The  respondents'  perceptions  of  the  roles  and  responsibilities 
of  the  various  entities  in  the  DD  program  were  quite  variable.   Admin- 
istrative relationships  among  the  units  of  the  program  were  seen  either 
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as  nonexistent  or  unclear  in  most  cases.   However,  most  saw  the  regional 
staff  as  subordinate  to  the  state  staff. 

Administrators  disagreed  on  the  existence  of  a  formal  management 
plan  for  the  DDD.   One-half  said  that  such  a  plan  exists;  one-half 
said  that  one  does  not.   Their  perceptions  of  the  person  responsible 
for  the  DDD  program  were  unclear.   Administrators  were  more  certain 
of  the  responsibilities  of  the  various  levels  of  the  program,  even 
though  one-half  stated  that  the  definitions  of  responsibility  are 
unclear.   Similarly,  the  administrators  were  fairly  certain  of  who 
is  responsible  for  what  product,  although  the  formal  assignments  of 
that  responsibility  were  considered  unclear.   Finally,  the  adminis- 
trators were  consistent  in  their  perceptions  of  formal  administrative 
relationships — they  perceived  them  as  either  nonexistent  or  uncertain. 

The  providers'  perceptions  of  the  roles  and  responsibilities  of 
the  councils  and  staff  were  also  quite  variable.   Several  respondents 
stated  that  the  councils  and  staff  are  prone  to  interfere  in  internal 
provider  matters,  and  that  councils  and  staff  should  become  better 
informed. 

These  findings  support  hypotheses  3  and  4.  They  are  confirmed 
by  the  uncertainty  and  confusion  attending  the  respondents'  percep- 
tions of  roles,  responsibilities,  relationships,  and  authorities  of 
the  various  entities  within  the  DD  program,  and  the  numerous  state- 
ments to  the  effect  that  documents  addressing  these  issues  do  not 
exist . 
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HYPOTHESIS  5.   THERE  IS  NO  FORMAL  MANAGEMENT  DOCUMENT  WITHIN  SRS 
THAT  SPECIFICALLY  OUTLINES  AND  EXPLAINS  THE  JURIS- 
DICTION, RESPONSIBILITIES,  AND  RELATIVE  AUTHORITIES 
OF  THE  VARIOUS  DIVISIONS  AND  BUREAUS  OF  SRS  AS  1HEY 
RELATE  TO  DP  CLIENT  CASE  MANAGEMENT. 
This  hypothesis  was  addressed  by  several  questions  in  the  surveys 
used  for  this  evaluation.   Council  members  were  asked  whether  formal 
administrative  and  working  relationships  had  been  established  within 
SRS  for  the  purpose  of  providing  services  to  DD  clients.   Administra- 
tors were  asked  a  similar  question;  they  also  were  asked  whether 
specific  policies  and  systems  had  been  established  to  control  the 
processing  of  financial  claims  for  services.   Providers  were  asked 
to  describe  their  role  in  developing  Individual  Habilitation  Plans 
for  DD  clients  and  in  determining  their  eligibility  for  services. 
Finally,  program  personnel  were  asked  several  questions  about  the 
mechanics  of  providing  DD  services. 

a.  Regional  and  State  DD  Advisory  Council  Members 
Of  the  regional  council  respondents  interviewed,  twenty-one  did 
not  know  whether  formal  administrative  and  working  relationships  had 
been  established  between  the  bureaus  and  divisions  within  SRS  that 
provide  DD  services.  Further,  sixteen  respondents  considered  exist- 
ing relationships  to  be  ineffective;  only  two  respondents  considered 
them  effective.  All  but  one  respondent  stated  that  formal  relation- 
ships between  bureaus  and  divisions  are  necessary. 

The  majority  of  respondents  suggested  that  there  should  be  a 
clear  written  statement  of  the  objectives  and  responsibilities  of 
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each  entity,  and  of  the  manner  in  which  they  will  interact.   Further, 
it  was  stated  that  a  conflict  resolution  system  should  be  developed. 
Several  respondents  stated  that  if  the  DDD  is  not  given  the  resources 
to  provide  needed  services,  other  agencies  should  be  made  accountable 
for  providing  them. 

The  answers  of  state  council  respondents  were  similar  to  those 
of  their  regional  counterparts.  None  knew  whether  formal  relation- 
ships had  been  established,  four  believed  the  existing  relationships 
were  ineffective,  and  all  agreed  that  formal  relationships  are  nec- 
essary. The  remaining  respondents  agreed  that  priorities  should  be 
established  for  DD  services,  that  separate  responsibilities  should 
be  clearly  defined,  and  that  a  system  for  agency  interaction  should 
be  established. 

b.   Administrators 

Administrators  agreed  that  working  relationships  between  SRS 
bureaus  and  divisions  at  the  state  level  range  from  poor  to  nonexist- 
ent, but  are  good  at  the  local  level.   Most  respondents  indicated 
that  interactions  between  SRS  bureaus  and  divisions  are  effective 
at  the  local  level  and  ineffective  at  the  state  level.   All  respond- 
ents stated  that  formal  working  relationships  are  necessary.   All 
suggested  that  clear  lines  of  administrative  responsibility  and 
authority  should  be  established,  that  rules  and  procedures  be  pre- 
pared, that  an  arbitration  mechanism  be  developed,  and  that  better 
coordination  of  services  should  be  pursued. 

Five  respondents  stated  that  there  is  a  formal  policy  for  pro- 
cessing financial  claims  for  services  delivered  to  DD  clients;  three 
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said  there  is  not.   The  document  identified  by  the  respondents  was 
not  the  same  in  all  cases — three  alluded  to  a  series  of  memos,  and 
two  to  other  SRS  manuals.   Three  respondents  identified  the  DDD, 
specifying  the  central  management  office  of  SRS  as  the  entity  re- 
sponsible for  this  function.   One  respondent  was  uncertain  of  who 
is  in  charge  of  this  function;  three  did  not  answer.   Three  of  the 
respondents  indicated  that  this  system  does  not  apply  to  all  forms 
of  financial  support;  one  did  not  know.   Most  administrators  agreed 
that  a  formal  system  to  process  financial  claims  is  necessary.   Those 
suggesting  an  alternative  system  agreed  that  it  should  apply  to  the 
entire  billing  process  and  should  clearly  define  responsibilities 
and  procedures. 

Three  respondents  stated  that  the  processing  of  financial  claims 
is  centralized,  three  said  that  it  is  not,  and  one  did  not  know.   One 
respondent  did  not  answer  this  question.   Five  respondents  stated 
that  the  processing  of  claims  is  not  efficient.   The  respondents' 
perceptions  of  the  way  in  which  claims  are  processed  were  veriable. 

c.   Providers 

Individual  Habilitation  Plans  (IHPs)  and  Individual  Program  Plans 
(IPPs)  are  important  in  DD  client  case  management.   The  IHP  describes 
the  client's  strengths  and  weaknesses  and  the  behavioral  goals  to  be 
pursued  in  his  normalization.   This  plan  also  identifies  the  methods 
to  be  used  in  helping  the  client  attain  those  goals  and  in  measuring 
his  progress  toward  them.   The  IPP  is  written  in  response  to  the  IHP, 
and  more  specifically  outlines  the  steps  to  be  taken  in  accomplishing 
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behavioral  objectives  specified  in  the  IHP .   Both  plans  also  identify 
the  persons  responsible  for  each  aspect  of  the  client's  program. 

Providers  were  asked  to  state  the  role  they  or  their  staff  have 
in  the  development  of  IHPs  and  IPPs.   All  but  one  provider  participates 
in  the  development  of  IHPs;  the  exception  stated  that  the  IHP  process 
has  not  been  initiated  in  his  area.   Eight  providers  stated  that  the 
entire  IHP  process  is  conducted  within  their  programs.   Twenty-three 
providers  stated  that  they  or  their   staff  serve  as  members  of  habil- 
itation  planning  teams.   Of  these  respondents,  eight  stated  that  they 
or  their  staff  do  the  bulk  of  the  work  in  IHP  development.   Fifteen 
of  the  twenty-three  indicated  that  IHP  development  is  a  team  effort, 
and  that  providers  work  as  equal  members  of  the  planning  team. 

Most  respondents  noted  that  IPPs  are  developed  solely  within  the 
provider  program.   Twenty-five  respondents  stated  that  they  or  their 
staff  develop  IPPs.   Six  respondents  stated  that  IPPs  are  developed 
within  their  programs  but  that  input  from  the  habilitation  planning 
team  is  a  vital  part  of  that  process.   Two  providers  indicated  that 
IPPs  are  products  of  the  planning  team,  just  as  IHPs  are. 

The  providers  also  were  asked  whether  they  participated  in  de- 
termination of  client  eligibility  for  their  services.   Eighteen  re- 
spondents indicated  that  their  programs  were  involved  in  such  deter- 
minations; twelve  stated  that  they  were  not.   Thirteen  of  the  eighteen 
provider  programs  have  screening  committees  which  review  clients  in 
light  of  their  potential  compatibility  with  and  need  for  the  services 
available  within  the  program.   Three  providers  stated  that  they  per- 
form financial  eligibility  work  for  county  social  workers. 
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The  providers  were  asked  whether  they  had  received  any  written 
handbooks,  standards,  or  criteria  that  addressed  preparation  of  IHPs 
and  IPPs  and  evaluation  of  client  progress.   The  majority  of  respond- 
ents indicated  that  draft  materials  and  advice  had  been  received. 
This  answer  was  qualified  by  many  statements  that  much  of  the  material 
had  come  from  national  sources  and  had  been  obtained  directly  by  the 
providers  themselves. 

d.   Program  Personnel 

Program  personnel  (regional  DD  staff  and  county  social  workers 
managing  DD  cases)  were  asked  four  questions  relating  to  case  manage- 
ment.  The  first  two  addressed  determination  of  client  eligibility; 
the  second  two  addressed  the  monitoring  of  client  progress. 

The  regional  DD  program  staff  were  consistent  in  their  descrip- 
tion of  the  eligibility  determination  process.   Fourteen  of  the  eigh- 
teen respondents  stated  that  prospective  DD  clients  must  meet  the 
state's  statutory  definition  of  DD,  and  that  when  questions  arise 
concerning  this  description's  application  to  prospective  clients, 
they  must  be  answered  by  a  "qualified  professional."   It  was  also 
noted  that  certain  financial  eligibility  criteria  must  be  met ,  and 
that  the  county  social  workers  perform  the  financial  eligibility  work 
for  prospective  clients  in  most  cases.   Ten  respondents  said  that  to 
their  knowledge  no  special  training  is  provided  to  persons  responsible 
for  determining  DD  eligibility.   Thirteen  of  the  eighteen  respondents 
indicated  that  county  social  workers  should  be  given  training  in  the 
needs  and  characteristics  of  DD  clients,  and  in  generic  services,  in- 
cluding coordination  of  those  services.   Several  respondents  indicated 
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that  the  financial  eligibility  system  is  complicated,  confusing,  and 
sometimes  contradictory.   Others  mentioned  that  the  SSI  unit  has 
created  unnecessary  delays  in  the  processing  of  clients. 

Eleven  of  the  thirteen  county  social  workers  interviewed  defined 
the  eligibility  process  in  the  same  way  as  did  the  DD  program  staff. 
In  addition,  they  said  that  they  had  received  no  special  training 
relevant  to  their  responsibilities  to  DD  clients;  most  stated  that 
they  were  self-taught.   These  resnondents'  perceptions  of  their  train- 
ing needs  also  were  consistent  with  those  of  the  DD  regional  staff. 

Eight  of  the  eighteen  DD  staff  stated  that  eligibility  is  uni- 
formly determined  statewide.   Three  stated  that  the  eligibility 
process  was  uniform  within  their  regions.   County  social  workers 
were  more  convinced  of  the  uniformity  of  the  process,  as  nearly  all 
stated  that  it  is  uniform  statewide. 

The  majority  of  respondents  stated  that  the  system  for  determin- 
ing the  eligibility  of  DD  clients  is  formally  committed  to  writing. 
The  respondents'  opinions  of  the  eligibility  system  also  were  con- 
sistent, but  they  were  evenly  divided  in  their  satisfaction  and  dis- 
satisfaction with  that  system. 

Nearly  all  respondents  in  both  categories  indicated  that  there 
is  a  system  to  monitor  client  progress.   Eleven  of  the  regional  DD 
staff  stated  that  this  system  is  not  uniform  statewide;  eight  stated 
that  it  is  uniform,  although  seven  of  these  qualified  their  answers 
by  stating  that  this  uniformity  applied  only  to  their  region.   Social 
workers  were  less  positive.   Less  than  one-half  said  that  this  system 
is  uniform.   Regional  DD  staff  and  county  social  workers  differed  in 
their  opinions  of  this  system.   One-half  of  the  DD  staff  were  dissatisfied 
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with  the  system,  and  only  four  were  completely  satisfied  with  it. 
Nearly  all  of  the  county  social  workers  were  satisfied  with  the 
monitoring  system. 

Program  personnel  were  asked  whether  a  system  existed  to  count 
the  number  of  DD  clients  served.   Most  respondents  in  both  categories 
stated  that  one  does.   Most  respondents  also  stated  that  the  system 
is  uniform  statewide,  and  most  respondents  expressed  satisfaction 
with  the  system. 

Finally,  program  personnel  were  asked  whether  they  had  received 
written  material  addressing  client  needs  assessment,  IHP  and  IPP 
preparation,  and  evaluation  of  client  progress.   Most  regional  DD 
staff  indicated  that  they  had  received  no  materials  addressing  client 
needs  assessments.   Most  county  social  workers  did  not  know  whether 
they  had  received  such  information  or  not.   Most  of  the  respondents 
in  both  categories  stated  that  they  had  received  materials  relating 
to  IHP  and  IPP  preparation.   DD  staff  and  social  workers  differed 
in  their  responses  to  the  third  question.   A  majority  of  DD  staff 
stated  that  they  had  not  received  materials  relevant  to  the  assess- 
ment of  client  progress,  and  a  narrow  majority  of  social  workers 
stated  that  they  had. 

e.   Conclusion 

State  and  regional  council  members  agreed  that  there  were  no 
formally  stated  administrative  relationships  in  existence  between 
bureaus  and  divisions  of  SRS  that  provide  services  to  DD  clients. 
Further,  most  respondents  stated  that  existing  working  relationships 
are  ineffective.   The  vast  majority  indicated  that  formal  statements 
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are  necessary  to  correct  this  problem.   The  respondents  suggested 
that  written  materials  be  provided  and  that  they  clearly  define 
responsibilities  and  authorities,  establish  priorities,  and  create 
an  arbitration  mechanism  to  guide  relationships  within  SRS. 

Administrators  stated  that  working  relationships  among  SRS 
bureaus  and  divisions  providing  DD  services  are  good  at  the  local 
level  but  range  from  poor  to  nonexistent  at  the  state  level.   All 
the  administrators  interviewed  agreed  that  formal  administrative 
relationships  are  necessary.   They  suggested  that  a  written  policy 
establish  clear  lines  of  authority  and  responsibility,  formal  rules 
and  procedures,  and  an  arbitration  mechanism. 

A  majority  of  administrators  stated  that  a  formal  policy  exists 
which  governs  the  processing  of  financial  claims  for  services  to  DD 
clients.   However,  these  respondents  disagreed  on  the  identity  of 
that  policy — three  alluded  to  a  series  of  memos,  two  referred  to  SRS 
policy  manuals.   Respondents  disagreed  on  the  identity  of  the  body 
responsible  for  this  function.   A  majority  of  respondents  considered 
the  claim  processing  system  to  be  ineffective.   Most  administrators 
agreed  that  a  formal  system  to  process  financial  claims  is  necessary 
and  suggested  that  it  should  apply  to  the  entire  billing  system,  and 
should  clearly  define  responsibilities  and  procedures. 

Providers  were  asked  about  their  roles  in  the  development  of  IHPs 
and  IPPs.   All  but  one  provider  participated  actively  in  these  activi- 
ties.  Nearly  one-third  indicated  that  they  developed  both  types  of 
plans  within  their  own  programs.   Most  of  the  others  said  that  they 
serve  as  equal  partners  in  habilitation  planning  teams  for  IHP  develop- 
ment and  that  they  complete  IPPs  in-house.   The  providers  also  were 
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asked  of  their  role  in  determining  client  eligibility.   About  two- 
thirds  stated  that  they  were  involved  in  this  process;  most  screened 
clients  for  compatibility  with  their  programs,  and  three  stated  that 
they  also  determine  client  eligibility  for  financial  assistance. 
Finally,  the  providers  indicated  that  written  reference  materials 
addressing  the  preparation  of  IHPs  and  IPPs  and  evaluation  of  client 
progress  had  been  received.   Many  indicated  that  some  of  these  mate- 
rials came  from  national — not  state — sources,  and  that  some  had  been 
obtained  through  provider  initiative. 

Program  personnel  were  asked  questions  concerning  client  eligi- 
bility processes  and  the  evaluation  of  client  progress.   Regional  DD 
staff  and  county  social  workers  were  consistent  in  their  descriptions 
of  the  client  eligibility  determination  process.   They  also  agreed 
that  little  training  specific  to  DD  clients  is  given  to  those  per- 
forming eligibility  work,  even  though  DD  client  case  management  poses 
special  demands.   Although  only  a  minority  of  regional  DD  staff  con- 
sidered the  eligibility  system  to  be  uniform  statewide,  most  social 
workers  considered  it  so.   Although  most  respondents  agreed  that  the 
system  is  formally  committed  in  writing,  they  were  divided  in  their 
opinions  of  it.   Of  those  who  stated  opinions,  one-half  were  satisfied 
with  the  system,  and  one-half  were  not. 

Most  respondents  agreed  that  a  system  exists  to  count  the  number 
of  clients  served  and  that  it  is  uniform  statewide.   In  addition,  most 
respondents  stated  that  a  system  also  exists  to  monitor  client  progress, 
although  a  majority  did  not  consider  it  uniform  statewide.   Few  regional 
staff  were  satisfied  with  this  system,  but  most  social  workers  were. 
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Most  regional  staff  and  social  workers  either  had  not  received 
reference  materials  regarding  client  needs  assessments,  or  did  not 
know  whether  they  had.   Most  respondents  in  both  categories  stated 
that  they  had  received  materials  relating  to  preparation  of  IHPs 
and  IPPs.   Finally,  most  regional  DD  staff  had  not  received  mate- 
rials addressing  evaluations  of  client  progress;  most  social  workers 
stated  that  they  had  received  such  materials. 

The  results  both  support  and  refute  the  null  hypothesis.   Ac- 
cording to  the  respondents,  formal  management  steps  to  facilitate 
DD  service  delivery  by  units  within  SRS  have  been  limited.   Further, 
council  members  and  administrators  considered  existing  relationships 
to  be  relatively  ineffective.   On  the  other  hand,  most  respondents 
indicated  that  some  policies  and  procedures  have  been  established 
to  guide  some  of  the  mechanics  of  service  delivery. 

HYPOTHESIS  6.   THERE  IS,  AT  PRESENT,  NO  FORMAL  POLICY,  PLAN,  OR 
PROCEDURE  WITHIN  DDD  OR  SRS  FOR  THE  EVALUATION  OF 
PROGRAM  EFFECTIVENESS  FROM  THE  STANDPOINT  OF: 

(a)  assessment  of  client  maintenance  and  progress 

(b)  administrative  effectiveness  and  control 

(c)  standards,  guidelines,  and  criteria  for  the 
assessment  of  personnel  and  program  content 

The  hypothesis  was  tested  with  all  respondent  categories.   Ten 
questions  relating  to  this  hypothesis  were  distributed  among  the 
various  surveys.   Council  members  were  asked  whether  any  document 
exists  which  identifies  the  party  responsible  for  program  evaluation, 
They  also  were  asked  whether  they  should  play  any  role  in  such  ac- 
tivities.  Administrators  also  were  asked  whether  the  persons 
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responsible  for  program  evaluation  had  been  identified.   Providers 
were  asked  whether  published  standards  exist  regarding  the  quali- 
fications of  persons  training  DD  clients.   Providers  also  were 
asked  how  they  determine  whether  their  services  are  appropriate  to 
client  needs  and  how  they  measure  client  progress.   Program  per- 
sonnel were  asked  similar  questions.   In  addition,  they  were  asked 
whether  systems  exist  to  identify  unmet  client  needs  and  to  project 
future  client  populations. 

a.   Regional  and  State  DD  Advisory  Council  Members 

A  large  majority  of  regional  council  members  stated  either  that 
no  document  indicates  who  is  responsible  for  evaluating  client  pro- 
gress or  that  they  did  not  know  of  one.   Almost  all  respondents  gave 
similar  responses  regarding  program  evaluation  from  the  administrative 
standpoint.   Several  respondents  indicated  that  related  documents 
exist,  but  that  they  do  not  specifically  address  this  issue.   State 
council  respondents  gave  more  varied  responses  and  were  evenly  divided 
in  certainty  that  such  a  document  does  or  does  not  exist.   Only  one 
state  council  identified  a  specific  document,  indicating  draft  mate- 
rials on  the  IHP  process  in  this  context. 

Nearly  all  regional  council  respondents  said  that  both  state  and 
regional  councils  should  play  a  role  in  program  evaluation.   This 
opinion  was  shared  by  all  state  council  respondents. 

The  regional  respondents  varied  in  their  suggestions  regarding 
the  councils'  roles  in  evaluations  and  the  means  of  accomplishing 
this  task.   The  most  common  perception  (given  by  ten  respondents)  was 
that  program  evaluation  is  a  primary  responsibility  of  the  councils 
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and  that  they  should  meet  it  in  an  advisory  monitoring  capacity. 
More  than  ten  respondents  stated  that  programs  should  be  reviewed 
annually  using  a  formal,  uniform  state  procedure.   Several  respon- 
dents suggested  that  professional  third  parties  be  retained  to 
perform  the  legwork  involved  in  program  evaluation. 

State  council  respondents  also  varied  in  their  responses.   Two 
agreed  that  the  state  council's  role  should  be  purely  advisory.   Two 
others  agreed  that  evaluations  should  be  done  in  compliance  with 
formal  state  standards. 

b.  Administrators 

Two  administrators  stated  that  there  is  a  document  indicating 
who  is  responsible  for  evaluation  of  client  progress  in  the  DD  program. 
The  remaining  six  stated  that  there  is  not.   All  respondents  agreed 
that  no  one  has  been  formally  delegated  the  responsibility  for  evalu- 
ation of  the  administration  of  DD  programs. 

One  respondent  stated  that  the  enabling  legislation  provides 
such  direction;  another  referred  to  numerous  memos,  indicating  that 
they  are  unclear  in  this  regard.   Four  respondents  stated  that  the 
DDD  is  responsible  for  overall  program  evaluation,  and  two  of  these 
named  the  director  of  the  DDD  as  being  responsible.   One  respondent 
suggested  that  program  evaluation  is  a  shared  responsibility  of  pro- 
vider boards,  the  DD  staff,  and  the  councils. 

c .  Providers 

Providers  were  asked  how  they  determine  whether  their  programs 
or  services  are  appropriate  to  their  clients'  needs.   Their  responses 
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to  this  question  were  variable.   The  most  common  response  (given  by 
twelve  respondents)  was  that  such  determinations  are  made  using  the 
individual  client's  IHP,  often  by  the  habilitation  planning  team. 
Ten  respondents  indicated  that  the  function  is  performed  in-house 
using  in-house  systems.   Most  of  these  respondents  also  indicated 
that  they  attempt  to  use  objective  data  whenever  possible.   Four 
respondents  mentioned  that  their  evaluations  are  guided  by  formal 
objective  systems  purchased  from  professional  groups.   Four  respon- 
dents also  stated  that  evaluative  judgments  often  are  too  qualitative 
in  nature. 

The  respondents  were  more  consistent  in  their  answers  to  a  ques- 
tion about  their  measurement  of  client  progress.   Most  stated  that 
client  progress  is  assessed  in  light  of  the  acquisition  of  criterion 
behaviors  for  specific  tasks  and  in  terms  of  adjustment  for  more 
complex  social  behaviors.   Although  the  providers  varied  in  their  use 
of  quantifiable  data,  most  expressed  a  desire  to  use  objective  and 
quantitative  data  and  methods  to  a  greater  degree.   Several  respon- 
dents noted  that  they  assessed  clients  on  a  daily  basis. 

Most  respondents  were  satisfied  with  the  methods  they  use  to  evalu- 
ate client  progress,  although  several  added  that  those  methods  could 
be  improved.   No  respondent  indicated  that  his  client  evaluation  sys- 
tem had  been  received  from  the  DDD.   The  respondents'  answers  were 
less  consistent  when  they  were  asked  how  client  evaluation  could  be 
improved.   Nine  respondents  stated  that  the  IHP  process  should  be 
improved  to  adopt  more  quantitative  methods,  to  be  more  sensitive  to 
behavioral  changes,  and  to  collect  more  discrete  data.   Seven  respon- 
dents expressed  a  need  for  help  in  quantifying  more  complex  behaviors. 
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The  providers  also  were  asked  whether  standards  for  persons 
training  DD  clients  exist  and  whether  they  are  published.   Twelve 
respondents  stated  that  no  standards  have  been  published;  ten 
stated  that  they  have.   Nine  respondents  were  uncertain.   Those 
respondents  indicating  that  standards  do  exist  referred  either  to 
national  professional  standards  or  to  those  developed  within  their 
programs.   One  respondent  referred  to  state  regulations;  otherwise, 
state  input  was  not  mentioned. 

d.   Program  Personnel 

Program  personnel  were  asked  several  questions  relating  to  the 
existence  of  personnel  standards,  training  programs  for  personnel, 
and  assessment  of  programs  and  clients. 

Twelve  of  the  eighteen  regional  staff  stated  that  training  pro- 
grams teaching  specific  skills  in  program  planning  for  DD  clients 
do  exist  in  Montana.   These  respondents  identified  the  Developmental 
Disabilities  Training  Institute  (DDTI)  eleven  times,  SRS  three  times, 
and  "other"  five  times  as  the  sources  of  those  training  programs. 
Several  respondents  expressed  dissatisfaction  with  the  DDTI,  which 
is  now  defunct.   When  asked  whether  these  programs  were  effective, 
six  respondents  gave  them  qualified  endorsements,  two  endorsed  the 
programs,  two  stated  that  they  were  ineffective,  and  three  were  un- 
certain.  Almost  all  social  workers  interviewed  stated  that  such  pro- 
grams do  exist;  only  one  was  uncertain.   Seven  social  workers  consid- 
ered those  programs  to  be  effective,  although  four  qualified  their 
answers.   Five  stated  that  these  programs  are  ineffective,  four  were 
uncertain.   These  respondents  identified  SRS  as  the  source  of  the 
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programs  ten  times  and  DDTI  nine  times. 

The  respondents  were  more  evenly  divided  in  their  statements 
about  whether  published  standards  exist  for  persons  providing  ser- 
vices to  DD  persons.   Nine  regional  staff  members  stated  that  such 
standards  exist,  although  four  qualified  their  answers.   Six  stated 
that  such  standards  do  not  exist,  and  three  did  not  know.   The  ma- 
jority of  social  workers  either  did  not  know  whether  such  standards 
exist  or  said  that  they  did  not. 

Respondents  in  both  categories  varied  considerably  in  their 
opinions  of  whether  such  standards  are  applied  in  programs.   Seven 
regional  staff  said  that  standards  are  used,  but  five  qualfied 
their  answers.   Two  staff  members  stated  that  standards  are  not 
applied,  and  three  did  not  know.   Two  social  workers  said  that  stan- 
dards are  applied.   Professional  groups  were  identified  most  often 
as  the  source  of  such  standards  by  regional  staff;  the  state  by 
social  workers. 

Program  personnel  also  were  asked  how  they  determine  whether  DD 
programs  or  services  are  appropriate  to  client  needs.   Eleven  regional 
staff  stated  that  such  determinations  are  made  using  the  IHP  process 
and  the  habilitation  planning  team.   Four  respondents  emphasized  the 
subjectivity,  inconsistency,  and  disorganization  that  attend  this 
process.   Two  maintained  that  no  evaluations  are  done.   The  suggested 
approaches  to  evaluation  varied.   Five  respondents  suggested  that  a 
thorough,  uniform  evaluation  system  be  instituted  (possibly  by  the  DDD) , 
that  individual  assessments  be  done  using  a  standard  method,  and  that 
information  be  sought  from  clients,  councils,  and  providers.   Four 
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respondents  suggested  that  a  uniform  evaluation  tool  should  be 
developed  and  that  staff  members  should  be  given  training  in  its 
use.   Five  respondents  stated  that  evaluations  should  be  made 
regularly,  using  IHPs  and  objective  behavioral  methods,  adding 
that  the  evaluations  should  focus  on  client  needs  and  should 
incorporate  client  and  council  input.   Several  respondents  sug- 
gested that  evaluations  might  best  be  accomplished  through  con- 
tracts with  objective  third  parties.   Only  one  respondent  was 
satisfied  with  the  present  program  evaluation  system.   Three  gave 
the  system  qualified  support.   Thirteen  respondents  were  dissat- 
isfied with  the  system. 

Social  workers  were  somewhat  less  varied  in  their  responses 
to  this  question.   Eleven  social  workers  stated  that  program  ap- 
propriateness is  determined  in  HPT  meetings,  often  using  "gut- 
level  feelings."   Three  mentioned  that  field  work  is  a  part  of 
program  evaluation.   One-half  of  the  social  workers  had  no  sugges- 
tions for  improvement  of  the  program  evaluation  process.   Three 
respondents  stated  that  a  formal  system  of  evaluation,  incorporat- 
ing specific  criteria  and  expectations,  should  be  instituted.   A 
majority  of  these  respondents  were  satisfied  with  the  present  evalu- 
ation system;  five  were  dissatisfied  with  it. 

Monitoring  and  evaluation  of  service  programs  are  important 
and  complex  activities.   This  complexity  can  be  reduced  and  unifor- 
mity increased  if  reference  materials,  standards,  and  guidelines  are 
supplied  to  the  persons  performing  those  tasks.   The  respondents  were 
asked  whether  such  information  had  been  provided  them.   Five  regional 
staff  members  stated  that  they  have  received  materials  pertinent  to 
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staffing  ratios  for  service  programs;  nine  stated  that  they  have  not. 
Ten  regional  staff  stated  that  no  written  materials  had  been  received 
that  address  program  development.   Twelve  respondents  have  received 
guidelines  concerning  the  development  of  group  and  foster  homes,  five 
have  not.   Only  three  respondents  had  received  reference  materials 
regarding  the  evaluation  of  program  effectiveness,  and  two  of  these 
respondents  qualified  their  answers  by  indicating  that  the  materials 
were  not  very  useful.   The  majority  of  social  workers  also  indicated 
that  they  had  received  written  reference  materials  only  for  the  de- 
velopment of  group  and  foster  homes. 

e.   Conclusion 

Regional  and  state  council  respondents  said  that  there  is  no  formal 
indication  of  responsibility  for  program  and  client  evaluation  within 
the  DD  program.   All  respondents  agreed  that  council  members  should 
play  a  role  in  such  activities,  and  differed  only  in  their  perceptions 
of  what  that  role  should  be.   Most  indicated  that  the  councils  should 
be  active  advisors  in  the  process.   Many  other  respondents  stated 
that  a  formal  and  uniform  system  for  evaluations  should  be  established 
and  that  it  should  incorporate  standards  and  guidelines.   Several 
respondents  suggested  that  the  mechanics  of  evaluation  should  be 
handled  by  contracted  third-party  professionals. 

A  large  majority  of  the  administrative  respondents  indicated  that 
the  responsibility  for  evaluation  activities  remain  unclear.   All 
agreed  that  no  one  is  responsible  for  administrative  evaluations.   One- 
half  of  these  respondents  agreed  that  the  DDD  should  be  responsible 
for  program  evaluation. 
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The  responses  of  providers  indicate  that  various  means  are  used 
to  assess  program  suitability  to  the  clients'  needs  and  progress. 
Most  commonly,  IHPs  are  used  to  judge  program  suitability;  in-house 
systems  were  second  in  frequency.   Most  providers  stated  that  they 
use  objective  measures  as  much  as  possible  in  conducting  evaluations. 
They  added  that  the  process  should  make  greater  use  of  quantitative 
methods  and  data.   None  of  the  various  methods  used  in  evaluation 
of  client  progress  were  attributed  to  the  DDD.    Finally,  the  providers 
indicated  that  they  had  received  no  personnel  qualification  standards 
from  the  state;  those  in  use  had  come  either  from  national  sources 
or  were  developed  in-house. 

Most  program  personnel  indicated  that  training  programs  exist 
in  Montana  for  persons  providing  services  to  DD  clients.   Most  con- 
sidered these  programs  to  be  effective,  although  there  were  some 
complaints  about  them.   A  small  majority  of  program  personnel  stated 
that  personnel  standards  exist,  and  attributed  these  to  professional 
organizations.   Regional  staff  and  social  workers  most  commonly  stated 
that  program  and  client  evaluations  are  accomplished  through  the  IHP 
process,  although  variability  was  noted  in  their  use  of  that  process. 
Many  regional  staff  members  noted  that  subjectivity  plays  a  large  role 
in  client  and  program  evaluations,  and  most  were  dissatisfied  with  the 
present  evaluation  system. 

In  contrast,  most  social  workers  consider  the  evaluation  system 
satisfactory.   Most  regional  DD  staff  agreed  that  evaluations  should 
be  performed  using  a  more  uniform  and  thorough  method  based  on  more 
objective  criteria.   Most  program  personnel  stated  that  they  had 
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received  materials  and  guidelines  only  for  establishing  group  and 
foster  homes.   Most  had  not  received  information  pertinent  to  staff- 
ing ratios  or  program  design  and  implementation. 

The  results  support  the  hypothesis.   When  asked,  most  respon- 
dents agreed  that  there  is  no  clear  delegation  of  responsibility  for 
program  and  client  evaluations.   The  variability  in  approaches  to 
client  and  program  evaluations  provides  indirect  support  to  the 
hypothesis  as  well.   The  lack  of  uniform  and  consistent  evaluation 
systems,  standards,  and  guidelines  indicate  that  program  evaluation 
has  not  been  pursued  as  thoroughly  as  one  would  have  expected. 

HYPOTHESIS  7.   ADMINISTRATIVE  RELATIONSHIPS  BETWEEN  SRS  AND  THE 
DEPARTMENT  OF  INSTITUTIONS  HAVE  NOT  BEEN  CLEARLY 
DEFINED  FOR  THE  PURPOSE  OF  FACILITATING  DEINSTI- 
TUTIONALIZATION. 
Deinstitutionalization  of  DD  persons  requires  a  transfer  of 
responsibility  for  clients  between  two  different  departments  of 
state  government.   This  process  will  occur  most  efficiently  where 
formal  policy  and  specific  delegation  of  authority  and  responsibil- 
ity govern  it.   Council  members  and  administrators  were  asked  whether 
such  policy  and  administrative  relationships  exist. 

a.   Regional  and  State  DD  Advisory  Council  Members 
Eighteen  regional  council  respondents  were  uncertain  whether  any 
written  policies  or  agreements  exist  regarding  the  working  relation- 
ship between  the  Department  of  Institutions  and  SRS.   Only  two  stated 
that  policies  exist.   Twenty-three  respondents  stated  that  formal  agree- 
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ments  are  necessary.   Two  state  council  respondents  stated  that 
formal  arrangements  exist,  one  alluding  to  the  enabling  legisla- 
tion.  State  council  respondents  also  considered  formal  arrange- 
ments between  the  departments  to  be  necessary. 

Most  regional  respondents  had  little  to  add  regarding  this 
issue.   Several  stated  that  the  present  relationship  between  SRS 
and  the  Department  of  Institutions  does  not  seem  to  be  very  effec- 
tive. 

b.  Administrators 

Administrators  were  asked  two  questions  regarding  the  working 
arrangements  between  SRS  and  the  Department  of  Institutions.   All 
administrators  said  that  formal  agreements  are  necessary.   They  were 
evenly  divided,  however,  about  whether  such  agreements  exist.   Those 
respondents  stating  that  written  policies  do  exist  referred  to  the 
enabling  legislation,  memos,  and  a  draft  policy  from  the  Governor's 
Office.   The  respondents  either  did  not  know  how  well  these  agree- 
ments had  been  broadcast,  or  stated  that  they  had  not  been.   Five  of 
the  eight  respondents  stated  that  the  method  of  transfer  of  respon- 
sibility and  financial  support  for  DD  clients  (from  Institutions  to 
SRS)  has  been  recorded.   Only  three  of  these  respondents  were  in 
agreement  about  the  identity  or  source  of  that  information.   These 
three  mentioned  enabling  legislation,  memos,  and  discussion  papers. 

c.  Conclusion 

Almost  all  regional  council  respondents  and  a  majority  of  state 
council  respondents  were  uncertain  about  whether  formal  policies  or 
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agreements  govern  the  working  relationships  of  the  Department  of 
Institutions  and  SRS.   Administrators  were  evenly  divided  about 
whether  this  issue  has  been  formally  addressed.   All  respondents 
agreed  that  this  issue  should  be  formally  considered  and  governed 
by  written  documents.   A  majority  of  administrators  agreed  that 
the  transfer  of  financial  support  and  responsibility  for  DD  clients 
from  Institutions  to  SRS  has  been  addressed  by  documents,  although 
they  did  not  always  agree  on  the  identity  of  those  documents.   None 
of  the  respondents  stated  that  this  issue  had  been  addressed  by  a 
single  document.   These  results  support  hypothesis  7. 

OTHER  ISSUES  AND  FINDINGS 

Several  other  issues  were  addressed  within  the  surveys  conducted 
in  evaluation  of  the  DD  program.   These  issues  have  bearing  on  the 
management  of  the  program,  the  characteristics  and  development  of 
services,  personnel  matters,  the  effects  of  deinstitutionalization 
on  clients,  and  the  identity  of  major  problems  perceived  by  the 
respondents.   These  issues  are  presented  below. 

ISSUE  1:   ARE  SERVICES  MADE  AVAILABLE  TO  PERSONS  IN  ALL  DD  CATEGORIES? 

a.   Providers 

Respondents  representing  eighteen  provider  programs  stated  that 
they  deliver  services  to  DD  persons  other  than  the  mentally  retarded. 
Nine  provider  organizations  stated  that  they  serve  mentally  retarded 
clients  only.   Fifteen  programs  stated  that  all  their  clients  are 
mentally  retarded,  but  that  services  are  available  to  DD  clients  with 
other  disabling  conditions.   Eight  providers  stated  that  from  75-100 
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percent  of  their  clients  are  mentally  retarded;  two  stated  that 
50-75  percent  of  their  DD  clients  are  mentally  retarded.   Accord- 
ing to  the  respondents,  most  clients  served  who  are  labelled  as 
having  epilepsy  or  cerebral  palsy  have  been  so  labelled  as  a  se- 
condary diagnosis.   Apparently  few  persons  with  a  primary  diagnosis 
of  epilepsy  or  cerebral  palsy  are  enrolled  in  provider  programs 
at  present;  also,  very  few  persons  diagnosed  as  autistic  are  en- 
rolled.  Most  providers  stated  that  they  are  aware  of  DD  persons 
in  their  localities  who  are  not  now  receiving  services. 

b.   Program  Personnel 

Sixteen  of  eighteen  regional  DD  staff  stated  that  services  are 
provided  to  DD  persons  other  than  those  diagnosed  as  mentally  re- 
tarded.  The  vast  majority  of  these  respondents  then  stated  that 
most  clients  served  are  mentally  retarded.   Fourteen  respondents 
stated  that  90  percent  or  more  of  the  clients  served  are  mentally 
retarded;  eleven  stated  that  95  percent  or  more  are  mentally  re- 
tarded.  Fifteen  respondents  stated  that  they  are  aware  of  DD 
persons  in  their  localities  who  are  not  now  receiving  services. 

Twelve  of  fourteen  social  workers  interviewed  stated  that  ser- 
vices are  provided  to  DD  persons  other  than  the  mentally  retarded. 
Like  the  other  respondents,  the  social  workers  also  indicated  that 
the  vast  majority  of  clients  now  receiving  services  are  mentally 
retarded. 

Program  personnel  also  were  asked  whether  there  are  means  avail- 
able to  estimate  unmet  and  future  needs  for  DD  services.   Most  regional 
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DD  staff  either  stated  that  there  was  no  system  to  estimate  the 
future  number  of  DD  clients,  or  were  uncertain.   Social  workers 
were  more  definite — only  one  stated  that  such  a  system  exists. 
Fifteen  of  eighteen  regional  staff  stated  that  there  is  no  system 
to  estimate  and  identify  DD  clients  who  need  services  but-  are  not 
receiving  them.   Again,  only  one  social  worker  stated  that  such 
a  system  exists.   Most  respondents  in  both  categories  were  of  the 
opinion  that  it  will  be  difficult  to  identify  unmet  need  and  esti- 
mate future  demands  for  DD  service.   Several  suggested  that  this 
might  be  accomplished  through  better  coordination  and  communication 
among  generic  service  agencies. 

c.   Conclusion 

Most  persons  now  receiving  services  from  DD  programs  are  diagnosed 
as  mentally  retarded.   According  to  the  respondents,  few  persons  whose 
primary  diagnosis  is  epilepsy,  cerebral  palsy,  or  autism  now  receive 
services,  although  those  services  are  said  to  be  available.   This  is 
hardly  surprising,  as  virtually  all  deinstitutionalized  DD  persons  in 
Montana  were  originally  diagnosed  as  mentally  retarded.   The  DD  pro- 
gram and  community  services  were  designed  to  meet  the  needs  of  former 
residents  of  the  Boulder  River  School  and  Hospital.   Services  are 
mandated  by  law  for  all  diagnostic  categories  of  DD,  however.   In 
the  near  future,  persons  responsible  for  the  DD  program  may  wish  to 
examine  the  range  of  services  available  to  DD  persons  whose  primary 
diagnosis  is  not  mental  retardation. 

The  present  structure  of  the  DD  program  has  no  ready  means  of 
estimating  unmet  need  for  DD  services  or  of  projecting  future  service 
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demand,  according  to  Lhe  respondents.   As  Long  as  1)1)  services  are 
mandated  by  law,  program  managers  would  do  well  to  correct  this 
deficiency.   Otherwise  they  may  be  caught  between  increased  demand 
for  service  and  decreased  availability  of  the  public  funds  which 
support  the  program. 

ISSUE  2:   WHO  PLANNED  AND  DEVELOPED  EXISTING  PROGRAMS  FOR  DP  PERSONS? 

a .   Providers 

Providers  were  asked  who  had  developed  the  service  programs  pro- 
vided by  their  operations.   The  vast  majority  of  respondents  said  that 
their  programs  were  developed  in-house.   Seventeen  of  twenty-eight  pro- 
vider operations  indicated  that  in-house  staff  members  had  developed 
and  implemented  the  programs  they  offer.   Eight  providers  stated  that 
their  programs  were  developed  in  a  team  effort  of  the  provider  staff 
and  regional/state  DD  staff.   Two  providers  mentioned  that  their  pro- 
grams had  been  a  joint  effort  of  in-house  staff  and  other  professionals 
in  the  field. 

Nineteen  respondents  considered  their  program  planning  staff  to 
be  adequately  trained  in  that  area;  ten  did  not  consider  their  program 
planners  to  be  adequately  trained.   Many  respondents  indicated  that 
they  and  their  staff  would  benefit  from  additional  training. 

The  respondents  also  were  asked  whether  written  standards  exist 
for  the  evaluation  of  program  planning.   Their  responses  were  evenly 
divided — fourteen  respondents  stated  that  standards  exist,  and  thirteen 
stated  that  they  do  not.   Those  stating  that  standards  exist  indicated 
in-house  standards  most  often  and  professional/consultant  standards 
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next.   None  of  the  respondents  made  mention  of  any  standards  pro- 
duced by  the  DDD. 

The  respondents  also  were  asked  to  identify  unmet  needs  for 
training  in  program  planning.   Needs  most  often  mentioned  were: 

.  training  in  behavioral  planning  and  programming,  in- 
cluding behavior  modification  (twelve  respondents) 

.  training  in  administrative  and  program  management 
areas  (eight  respondents) 

.  training  in  the  general  characteristics  of  DD  clients 
(five  respondents) 

.  training  in  the  specifics  of  program  design;  monitor- 
ing and  evaluation  and  data  collection  methods  (five 
respondents) 

Many  respondents  added  that  training  should  focus  on  practical 

matters  and  avoid  the  theoretical. 

b.   Program  Personnel 

Program  personnel  also  were  asked  who  had  developed  the  service 
programs  being  offered  to  DD  clients.   Ten  regional  staff  respondents 
indicated  that  the  service  programs  were  developed  as  a  joint  effort 
of  the  providers,  regional  staff,  provider  boards,  regional  councils, 
and  others.   Four  respondents  stated  that  the  providers  developed 
their  programs,  five  said  that  program  development  is  a  joint  effort 
between  the  providers  and  the  regional  staff.   Several  respondents 
noted  that  some  provider  programs  were  in  existence  before  the  DDD 
was  established.   Most  social  workers  interviewed  stated  that  programs 
were  a  joint  creation  of  the  providers,  regional  DD  staff,  and  com- 
munity organizations. 

The  regional  DD  staff  members  were  asked  whether  they  had  received 
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training  in  the  area  of  program  planning  for  DD  clients  and  whether 
training  programs  exist  in  this  area.  Ten  respondents  stated  that 
they  had  received  training  in  other  areas  that  could  be  applied  to 
program  planning  for  DD  clients.  Eight  respondents  indicated  that 
most  of  their  training  pertinent  to  program  planning  had  been  ac- 
quired on  the  job.  Eight  respondents  also  indicated  that  they  had 
received  little  or  no  training  specific  to  this  responsibility. 

The  respondents  were  consistent  in  their  perceptions  of  unmet 
training  needs.   Ten  respondents  said  that  they  need  training  in 
behavior  modification  techniques,  behavior  analysis,  program  planning 
and  evaluation,  and  data  collection  and  analysis  techniques.   Eight 
respondents  expressed  a  need  for  training  in  community  organization, 
development  of  community  resources,  and  community  relations.   Eight 
more  called  for  training  in  administrative,  management,  and  fiscal 
planning  areas.   Five  respondents  expressed  a  need  for  training  in 
understanding  and  working  within  bureaucratic  structures. 

Most  DD  staff  members  and  social  workers  stated  that  there  are 
training  programs  in  Montana  that  teach  specific  skills  in  program 
planning.   Eleven  regional  staff  members  identified  DDTI  as  the  source 
of  those  programs.   Other  national  sources  were  identified  by  five 
respondents.   Only  three  regional  staff  members  identified  SRS  as  a 
source  of  relevant  training  programs.   Social  workers  also  identified 
DDTI  (given  by  nine  respondents)  and  SRS  (identified  by  ten  respondents) 
as  sources  of  pertinent  training  programs.   A  majority  of  regional  staff 
gave  qualified  approval  of  existing  training  programs,  many  stating 
that  they  are  better  than  nothing.   A  majority  of  social  workers  either 
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were  uncertain  of  the  effectiveness  of  those  programs  or  considered 
them  ineffective. 

c.   Conclusion 

The  perceived  origin  of  service  programs  provided  to  DD  clients 
depends  upon  the  perspective  of  the  respondent.  Most  providers  stated 
that  their  services  were  developed  in-house.  A  majority  of  regional 
staff  and  social  workers  stated  that  program  development  was  a  joint 
effort  of  providers,  regional  staff,  and  others.  Regardless  of  this 
disagreement,  it  is  apparent  that  the  existing  service  programs  were 
not  developed  in  a  vacuum  by  a  single  entity.  Providers,  regional 
staff,  provider  boards,  councils,  and  others  either  were  involved  or 
had  i he  opportunity  to  become  involved  in  program  development. 

Providers  were  asked  whether  they  or  their  staff  are  appropriately 
trained  in  program  planning,  and  whether  standards  exist  to  assess  the 
adequacy  of  the  planning  that  has  been  done.   Nearly  two-thirds  of  the 
respondents  considered  themselves  and  their  staff  appropriately  trained. 
The  providers  were  nearly  evenly  divided  in  their  perceptions  about 
whether  standards  exist.   One-half  believe  that  they  exist,  and  one- 
half  said  that  they  do  not.   Most  regional  staff  respondents  stated  that 
they  had  received  training  in  areas  relating  to  program  planning,  but 
none  specific  to  their  program  responsibilities  toward  DD  clients.   These 
respondents  indicated  that  training  programs  addressing  planning  do,  in 
fact  exist,  but  they  were  not  terribly  enthusiastic  about  them. 

All  respondents  were  asked  what  personnel  training  needs  in  program 
planning  remain  unmet.   Providers  and  program  personnel  mentioned  similar 
needs,  most  of  which  related  to  practical  approaches  to  behavior  analysis 
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and  behavioral  program  planning  and  to  administrative/management  mat- 
ters. 

These  results  may  indicate  a  need  for  the  development  of  more 
specific  standards  and  guidelines  expressing  the  state's  expectations 
regarding  program  content  and  program  planning.   They  also  indicate  a 
need  for  more  specific  training  programs  for  personnel  engaged  in  the 
important  activity  of  program  planning  for  DD  clients.   Finally,  these 
results  indicate  that  little  of  this  nature  has  been  done. 

ISSUE  3:   ARE  PERSONS  PROVIDING  TRAINING  AND  OTHER  SERVICES  TO  DD 
CLIENTS  APPROPRIATELY  TRAINED? 
Throughout  the  course  of  this  evaluation,  various  parties  stated 
that  one  group  or  another  is  not  adequately  trained  to  perform  the 
tasks  for  which  it  is  responsible.   Providers  and  program  personnel 
were  asked  to  give  rough  estimates  of  the  suitability  of  training  for 
the  service  providers. 

a.   Providers 

A  small  majority  of  the  providers  interviewed  stated  that  they 
considered  their  staff  appropriately  trained  for  the  tasks  they  perform. 
Fourteen  respondents  considered  their  staff  adequately  trained;  twelve 
respondents  did  not.   One  provider  was  uncertain.   Twelve  of  these 
respondents  considered  100  percent  of  their  staff  to  be  adequately 
trained.   Five  respondents  believed  that  most  of  their  staff  (75-100 
percent)  was  adequately  trained;  three  considered  less  than  one-half 
of  their  staff  to  be  adequately  trained. 

The  providers  also  were  asked  whether  there  are  training  programs 
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for  those  providing  training  to  DD  clients  and  whether  those  programs 

are  effective.   Most  respondents  stated  that  such  programs  exist. 

Twenty-two  respondents  mentioned  DDTI ,  seven  respondents  identified 

in-house  training  programs,  and  five  mentioned  the  Montana  University 

System.   Respondents  often  noted  that  university  and  out-of-state 

programs  may  as  well  not  exist  since  they  are  relatively  inaccessible. 

Eight  providers  were  satisfied  with  the  existing  training  programs, 

but  most  of  these  referred  to  their  own  staff  development  activities. 

Seven  respondents  gave  the  training  programs  qualified  support; 

eight  considered  them  ineffective. 

A  wide  variety  of  training  needs  was  identified  by  the  respondents. 

Those  needs  most  commonly  mentioned  were: 

.  training  in  behavior  analysis,  behavior  modification, 
programming,  data  collection  and  use,  and  program 
evaluation  (25  respondents) 

.  training  in  the  characteristics  and  special  needs  of 
DD  persons  (eight  respondents) 

.  training  in  administrative  and  management  areas  (six 
respondents) 

.  training  in  human  sexuality  and  related  counseling 
skills  (five  respondents) 

.  provide  details  of  state  program  expectancies,  and 
guidelines  (four  respondents) 

.  training  in  working  within  bureaucratic  structures 
(four  respondents) 

Many  respondents  stated  that  present  training  programs  either  do  not 

a 

address  these  needs  or  are  too  theoretical  in  their  approach. 

b.   Program  Personnel 

The  vast  majority  of  regional  DD  staff  and  social  workers  did 
not  consider  the  persons  employed  in  providing  services  to  DD  persons 
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to  be  appropriately  trained.   Only  one  respondent  in  each  group  gave 
unqualified  endorsement  to  service  personnel.   Ten  regional  staff 
members  considered  50  percent  or  more  of  service  personnel  to  be  ap- 
propriately trained;  nine  considered  less  than  half  to  be  so  trained. 
Social  workers  gave  similar  assessments. 

The  DDTI  and  SRS  were  most  often  mentioned  as  the  sources  of 
pertinent  training  programs  for  service  personnel,  although  "other" 
sources  often  were  mentioned.   Neither  regional  staff  members  nor 
social  workers  considered  existing  training  programs  to  be  particu- 
larly effective.   Only  two  regional  staff  members  and  three  social 
workers  gave  unqualified  endorsement  to  the  effectiveness  of  those 
programs. 

Regional  DD  staff  and  social  workers  identified  a  wide  variety 

of  unmet  needs  for  training.   Those  needs  most  often  identified  were: 

.  training  in  specific  behavioral  techniques,  including 
behavior  analysis,  program  planning  and  evaluation, 
and  the  collection  and  use  of  data 

.  training  in  program  roles  and  relationships 

.  training  in  the  concepts  and  needs  of  the  DD  program 

.  training  in  administrative  and  management  matters 

.  training  in  general  characteristics  and  needs  of  DD 
clients 

c.   Conclusion 

Providers  and  program  personnel  expressed  similar  perceptions  of 
unmet  personnel  training  needs.   They  also  agreed  on  the  available 
sources  of  such  training  and  of  their  efficacy.   In  the  latter  case, 
most  respondents  considered  available  training  programs  to  be  ineffec- 
tive. 
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The  respondents  had  differing  perceptions  about  the  qualifications 
of  personnel  providing  services  to  DD  clients.   DD  regional  staff  and 
social  workers  considered  such  persons  to  be  largely  untrained.   The 
providers  were  more  apt  to  consider  such  persons  to  be  appropriately 
trained.   The  issue  of  appropriate  training  cannot  be  satisfactorily 
addressed,  however,  until  standards  and  accepted  programs  are  estab- 
lished.  Continued  complaints  by  various  groups  that  others  are  im- 
properly trained  will  prove  destructive  until  opportunities  to  acquire 
appropriate  training  are  made  available. 

Should  program  managers  wish  to  address  this  issue,  the  respon- 
dents have  provided  an  outline  of  the  areas  in  which  they  feel  training 
is  necessary.   These  needs  are: 

.  "how-to"  techniques  in  program  planning,  behavior  analysis 
and  modification,  program  evaluation,  and  data  collection 
and  analysis 

.  administrative/management  skills,  including  budgeting 

.  training  in  the  characteristics  and  needs  of  DD  clients 

.  an  understanding  of  the  state's  expectancies  and  guide- 
lines for  the  DD  program 

.  an  understanding  of  the  relative  roles  and  responsibili- 
ties of  the  various  parties  to  the  DD  program 

ISSUE  A:   IS  THERE  ANY  EVIDENCE  THAT  DEINSTITUTIONALIZATION  HAS  HAD 
ANY  EFFECT  ON  DD  CLIENTS? 
Almost  all  respondents  interviewed  in  the  course  of  this  evaluation 
considered  the  state's  deinstitutionalization  program  highly  successful. 
Only  a  few  failed  to  say  that  DD  clients  had  benefited  greatly  from  the 
program.   The  two  groups  which  work  most  closely  with  the  clients  were 
asked  to  provide  evidence  that  deinstitutionalization  actually  had 
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benefited  those  clients. 


a.   Providers 


Twenty-five  of  28  spokesmen  of  provider  organizations  indicated 
that  data  are  available  that  demonstrate  client  progress.   The  re- 
sponses varied  from  discussions  of  purely  subjective  data  to  those  of 
very  quantitative  systems  for  measuring  client  progress.   Thirteen 
respondents  discussed  essentially  subjective  data;  e.g.,  the  unquan- 
tified  impressions  of  persons  familiar  with  the  clients.   Twelve 
respondents  discussed  client  progress  in  terms  of  measured  acquisition 
of  behavioral  skills.   Eleven  respondents  stated  that  progress  is 
assessed  in  the  context  of  the  clients'  IHP  and  IPP.   Several  respon- 
dents were  concerned  that  they  were  unable  to  portray  client  progress 
in  more  quantitative  terms.   Other  respondents  cautioned  against  ap- 
proaching client  assessment  from  a  purely  mechanistic  viewpoint. 

b.   Program  Personnel 

Most  regional  DD  staff  and  social  workers  stated  that  data  substan- 
tiating client  benefits  from  deinstitutionalization  exist.   These  respon- 
dents also  were  consistent  in  their  statements  that  much  of  those  data 
are  subjective  in  nature.   No  mention  was  made  of  any  system  to  make 
formal  assessments  of  client  benefit  from  the  program,  except  by  one 
regional  staff  person,  who  mentioned  a  regional  system  for  following 
adult  clients.   Many  respondents  stated  that  although  the  data  exist, 
no  attempt  has  been  made  to  collate  them.   Few  specific  indices  of 
client  benefit  were  mentioned  by  the  respondents.   Several  respondents 
did  mention  client  IHPs  as  sources  of  data  substantiating  client  benefit. 


11-57 


c.   Conclusion 

Almost  all  respondents  stated  that  DD  clients  are  benefiting  from 
deinstitutionalization  and  that  data  exist  to  substantiate  this  claim. 
The  examples  of  such  data  reported  by  respondents  varied  widely  from 
very  subjective  data  to  very  quantitative  data.   Providers  were  able 
to  give  more  specific  indices  of  client  benefit  than  were  regional 
staff  or  social  workers.   Only  one  respondent  mentioned  the  existence 
of  a  formal  system  or  attempt  to  substantiate  the  benefits  of  dein- 
stitutionalization, although  client  IHPs  were  mentioned  as  a  source 
of  such  information.   Many  respondents  were  dissatisfied  at  the  lack 
of  quantitative  data  collected  in  this  regard. 

The  interview  results  indicate  that  no  formal  attempt  has  been 
made  to  carefully  substantiate  the  benefits  of  the  state's  deinstitu- 
tionalization program.   The  results  also  suggest  that  supportive  data 
exist  if  some  attempt  were  to  be  made  to  use  them.   A  public  program, 
reliant  on  public  funds,  cannot  afford  to  ignore  its  responsibility 
to  substantiate  its  utility.   This  oversight  should  be  addressed  as 
soon  as  possible. 

ISSUE  5:   HOW  IS  PROVIDER  COMPLIANCE  WITH  CONTRACTS  MEASURED?   HOW  OFTEN? 

The  DDD  contracts  with  nonprofit  provider  organizations  for  the 
provision  of  services  statewide.   At  the  time  of  this  study,  the  DDD 
had  entered  into  contracts  with  44  such  organizations.   Contract  moni- 
toring in  such  circumstances  is  an  important  and  complicated  activity, 
given  the  variety  of  programs,  the  nature  of  the  services  desired, 
and  the  public  interest  in  the  programs. 

Providers  were  asked  how  their  contract  compliance  was  measured. 
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Representatives  of  ten  provider  organizations  stated  that  they  have 
not  been  formally  evaluated;  ten  more  respondents  did  not  know  when 
or  how  they  would  be  evaluated.   Seven  providers  stated  that  they 
maintain  an  in-house  evaluation  system  and  use  it  to  compare  their 
services  to  the  stipulations  contained  in  the  contract.   Several 
respondents  indicated  that  fiscal  reports  and  evaluations  are  com- 
pleted at  regular  intervals,  but  that  no  thorough  program  evaluation 
has  been  mentioned.   Four  respondents  stated  that,  to  their  knowledge, 
the  state  has  no  formal  contract  evaluation  system.   Twenty  respon- 
dents expressed  dissatisfaction  with  this  situation.   Only  eight  respon- 
dents were  satisfied;  one  of  these  referred  to  his  in-house  evaluation 
system. 

Most  respondents  suggested  ways  in  which  contract  compliance  could 
be  measured.   These  suggestions  varied  considerably,  although  a  few 
common  concerns  were  expressed.   Eight  respondents  explicitly  said  that 
providers  should  be  informed  of  what  is  expected,  when  evaluations  will 
be  done,  and  how  they  will  be  done.   Twelve  respondents  insisted  that 
the  state  develop  a  specific  written  evaluation  system.   This  system 
should  specify  the  state's  expectancies,  the  measures  and  methods  it  will 
use  in  contract  monitoring,  the  identity  of  the  evaluators,  and  the 
intervals  at  which  evaluations  will  be  done.   Six  respondents  explicitly 
indicated  that  evaluations  should  be  done  by  a  professional  third  party; 
several  others  alluded  to  this.   Several  respondents  stated  that  evalu- 
ation should  be  tied  to  specific,  measureable  goals  and  objectives  set 
forth  in  the  provider's  contract. 

Providers  differed  in  their  suggestions  of  evaluation  intervals; 
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annual  or  semi-annual  intervals  were  suggested  most  often.   Several 
providers  expressed  concern  that  evaluation  paperwork  would  consume 
too  much  time  and  hoped  that  the  evaluation  process  could  be  satisfied 
in  a  single  visit. 

The  results  indicate  that  the  state  either  has  not  developed  a 
formal  evaluation  system  for  assessing  contract  compliance  or  has  not 
implemented  it.   At  present,  evaluations  are  limited  to  fiscal  audits, 
satisfied  by  monthly  budget  reports  to  the  DDD.   The  DD  program  is 
complex  and  expensive.   Its  goal  is  to  improve  the  behavioral  skills 
and  quality  of  life  of  the  clients  it  serves.   Attainment  of  this 
goal  cannot  be  measured  appropriately  when  evaluation  of  contracts  is 
limited  solely  to  fiscal  audits.   Given  the  complexity  of  the  program, 
the  difficulty  in  measuring  program  output,  and  the  varying  interpre- 
tations of  what  the  program  should  achieve,  the  state  is  obliged  to 
provide  a  specific  and  practical  evaluation  system  that  can  be  under- 
stood by  all  program  personnel. 

ISSUE  6:   WHAT  ROLES  AND  RESPONSIBILITIES  SHOULD  BE  ASSIGNED  TO  THE 

STATE  COUNCIL,  REGIONAL  COUNCILS,  STATE  STAFF,  AND  REGIONAL 
STAFF? 
The  results  discussed  in  relation  to  hypothesis  3  indicated  that 
many  persons  involved  in  the  DD  program  are  uncertain  about  their  program 
roles  and  responsibilities.   Such  uncertainty  may  prompt  those  persons 
(or  groups)  to  define  their  own  roles  and  responsibilities.   This 
possibility  is  not  necessarily  cause  for  alarm,  but  it  may  lead  to 
unnecessary  conflict  between  various  groups  involved  in  the  DD  program. 
Council  members  and  administrators  were  asked  to  specify  the  roles  and 
responsibilities  they  believe  should  be  assigned  to  various  entities 
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within  the  program. 

a.   Regional  and  State  DD  Advisory  Council  Members 

Regional  council  respondents  gave  varied  suggestions  about  the 
proper  roles  and  responsibilities  of  the  councils  and  staff.   Despite 
this  variability,  the  respondents  had  some  opinions  in  common.   Eleven 
regional  council  members  suggested  that  the  primary  function  of  the 
state  council  should  be  that  of  a  clearinghouse  for  relevant  informa- 
tion and  a  liaison  between  all  parties  to  the  DD  program.   Ten  respon- 
dents stated  that  the  state  council  should  represent  and  support  the 
regional  councils.   Five  respondents  suggested  that  the  state  council 
serve  advocacy  and  overseer  roles.   Thirteen  respondents  stated  that 
the  regional  councils  should  maintain  their  present  roles  and  respon- 
sibilities.  Five  respondents  suggested  advocacy,  lobbying,  and  clear- 
inghouse functions  as  appropriate  regional  council  responsibilities. 

Four  common  roles  were  envisioned  by  the  regional  council  members 
for  the  state  DD  staff.   These  were:   1)  communicators  and  facilitators 
for  the  DD  program,  2)  technical  assistants  to  the  DD  program,  3)  the 
source  of  program  standards,  guidelines,  rules,  regulations,  and  pro- 
cedures, and  4)  maintenance  of  its  present  status.   Ten  respondents 
suggested  that  the  present  function  of  the  regional  staff  should  be 
maintained.   Six  respondents  stated  that  the  regional  staff  should 
serve  as  an  adjunct  to  the  regional  council;  six  more  believed  that 
the  regional  staff  members  should  serve  as  technical  assistants  to  the 
region.   Several  respondents  stated  that  better  role  definition  is 
needed. 

State  council  respondents  seemed  satisfied  with  the  present  roles 
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and  responsibilities  of  the  state  and  regional  councils.   Most  did 
say,  however,  that  the  councils  should  maintain  a  closer  and  more 
cooperative  working  relationship.   State  council  members  shared  a 
conviction  that  the  state  staff  should  provide  more  technical  support 
services  and  more  program  direction.   Three  respondents  said  that  the 
regional  staff  should  maintain  its  present  role  and  responsibilities. 

Regional  and  state  council  members  also  were  asked  what  they 
perceived  to  be  the  proper  administrative  relationship  between  the 
various  levels  of  the  program.   Common  regional  council  responses 


were: 


State  Council  -  Regional  Councils 

.  the  state  council  should  be  more  representative  of 
and  responsive  to  the  regional  councils 

.  the  councils  should  maintain  a  relationship  of 
reciprocal  authority  and  support 

.  the  state  council  should  be  accountable  to  the 
regional  councils 

State  Council  -  State  Staff 

.  the  state  council  should  have  no  direct  adminis- 
trative authority  over  the  state  staff 

.  the  state  council  should  control  the  state  staff 

.  the  state  council  should  play  a  strong  advisory 
role  regarding  the  state  staff 

Regional  Council  -  State  Staff 

.  the  relationship  should  be  indirect  only 

.  communication  between  the  two  should  be  improved 

.  there  should  be  no  administrative  relationship 

State  Staff  -  Regional  Staff 

A  majority  of  respondents  stated  that  the  regional 
staff  should  be  subordinate  to  the  state  staff 
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.  Regional  Councils  -  Regional  Staff 

.  advisory  only 

.  separate  but  equal 

.  regional  staff  should  be  subordinate  to  the 
regional  council 

I 

■    maintain  status  quo 

State  council  respondents  gave  varied  responses  as  well.   The 
majority  suggested  that  a  close  working  relationship  should  be  main- 
tained between  state  and  regional  councils.   All  agreed  that  the 
regional  staff  should  be  subordinate  to  the  state  staff.   Two  sug- 
gested that  the  regional  councils  should  have  their  own  staff,  sepa- 
rate from  the  present  regional  staff.   Only  one  state  council  respon- 
dent suggested  that  the  state  staff  should  be  subordinate  to  the  state 
council;  two  respondents  stated  that  there  should  not  be  an  administra- 
tive relationship  between  those  bodies.   A  majority  of  respondents 
stated  that  there  should  be  no  administrative  relationship  between  the 
regional  councils  and  state  staff. 

b.   Administrators 

Administrative  respondents  were  only  slightly  less  variable  in  their 
responses  than  were  council  members.   Three  respondents  suggested  that 
the  state  council  should  serve  as  a  unifying  and  coordinating  body  for 
the  state's  DD  programs.   Three  more  stated  that  the  state  council  should 
conduct  state  needs  assessments,  plan  and  set  policy  for  the  program, 
and  perform  advocacy  and  political  functions.   Most  respondents  stated 
that  the  regional  councils  should  maintain  their  present  roles  and 
responsibilities.   Five  respondents  indicated  that  the  state  staff  should 
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perform  the  technical  detail  work  of  the  program,  including  guidelines, 
standards,  procedures,  and  technical  assistance.   Little  similarity  was 
noted  in  the  administrators'  perceptions  of  the  proper  roles  and  respon- 
sibilities of  the  regional  staff. 

c.   Conclusion 

The  results  presented  above  provide  further  confirmation  of  hypothe- 
sis 3,  and  serve  to  indicate  the  confusion  that  pervades  the  program. 
The  results  also  indicate  that,  as  one  would  expect,  people  will  provide 
definition  of  situations  where  no  official  definition  is  provided.   The 
respondents'  perceptions  are  varied,  and  some  are  mutually  exclusive. 
It  would  be  well  for  those  responsible  for  the  program  to  provide  either 
some  definition  of  roles  and  responsibilities  for  those  involved  in 
the  DD  program  or  a  forum  within  which  those  people  can  develop  a 
definition  that  is  satisfactory  to  them. 

ISSUE  7:   WHAT  MAJOR  PROBLEMS  FACE  MONTANA'S  DEINSTITUTIONALIZATION 
PROGRAM  FOR  DD  PERSONS? 
All  respondents  were  asked  to  identify  what  they  perceived  to  be 
the  most  important  problems  they  face  in  meeting  their  responsibilities 
to  the  DD  program.   They  also  were  asked  how  those  problems  could  be 
solved. 

a.   Regional  and  State  DD  Advisory  Council  Members 

Regional  council  respondents  were  more  consistent  in  their  respon- 
ses to  this  question.   Fifteen  of  twenty-five  respondents  mentioned  a 
lack  of  time  as  a  major  problem;  thirteen  identified  the  lack  of  spec- 
ificity and  direction  in  the  DD  program  as  a  major  problem.   Many 
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respondents  stated  that  the  goals,  objectives,  policies,  procedures, 
priorities,  roles,  and  responsibilities  of  the  program  and  of  those 
within  it,  remained  unclear.   Eight  respondents  identified  poor  com- 
munications and  a  lack  of  understanding  of  the  details  of  the  program 
as  major  problems.   Six  respondents  discussed  problems  in  dealing 
with  the  bureaucracy,  ranging  from  paperwork  demands  to  an  inability 
to  persuade  agencies  to  cooperate. 

Three  of  the  five  state  council  members  expressed  a  problem  with 
lack  of  specificity  in  definition  of  responsibilities  and  authority. 
Time  was  a  limiting  factor  mentioned  by  three  respondents.   Other  com- 
ments included  references  to  low  motivation,  confusion,  and  council 
effectiveness. 

Possible  solutions  to  these  problems  suggested  most  frequently 

by  regional  council  respondents  were: 

.  define  the  program  better;  provide  specific  goals,  object- 
ives, roles,  and  responsibilities  (eight  respondents) 

.  present  workshops  for  council  members  to  provide  a  better 
orientation  in  the  basics  of  the  program  (seven  respondents) 

.  provide  more  public  education  (four  respondents) 
State  council  respondents  suggested  few  common  solutions.   Two  echoed 
the  pleas  of  their  regional  counterparts  for  increased  program  defini- 
tion and  specificity. 

b.   Administrators 

The  eight  administrative  respondents  shared  some  perceptions  of 
the  problems  confronting  the  program.   Four  respondents  identified  as 
major  problems  a  lack  of  clarity  in  the  administrative  hierarchy  of 
the  program,  and  in  the  priorities,  policies,  and  procedures  of  the 
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program.   Also  noted  were  powerless  positions,  poor  communications, 
relations  within  and  between  various  levels  of  the  program,  and  the 
fragmented  nature  of  the  system.   Five  respondents  agreed  that  a 
necessary  solution  to  these  problems  is  the  development  of  a  good 
program  plan  and  a  clarification  of  program  policies,  priorities, 
roles,  and  responsibilities.   Three  respondents  suggested  a  complete 
reorganization  of  Montana's  human  service  system. 

c.   Providers 

Providers  identified  a  great  number  of  problems.   Those  problems 

mentioned  most  often  are: 

.  A  lack  of  understanding  of  the  details  of  the  state's  pro- 
gram, including  policies,  priorities,  goals,  objectives, 
procedures,  expectancies,  roles,  and  responsibilities. 
Many  noted  a  lack  of  consistency  and  confusion  in  the 
program  (eighteen  respondents) . 

.  Too  few  resources.   Money,  program  alternatives,  facilities, 
trained  staff  and  reference  materials  were  most  often  cited 
(fourteen  respondents). 

.  Poor  communication  within  and  between  all  levels  of  the 
program  (ten  respondents). 

.  Poor  relations  with  the  state — the  respondents  said  that 
an  adversary  relationship  appears  to  govern  their  inter- 
actions with  government  personnel  (seven  respondents) . 

.  A  need  for  training  at  all  levels.   Training  is  needed  in 
the  proper  roles  and  responsibilities  of  entities  within 
the  program  as  well  as  in  technical  matters  (seven  respon- 
dents) . 

Suggested  solutions  were  as  numerous  as  the  problems  identified.   Some 

solutions  were  posed  more  often  than  others,  however,  and  are  given 

below: 

.  The  state  should  provide  specific  guidelines,  standards, 
policies,  operating  structures,  priorities,  and  rules. 
Several  respondents  cautioned  that,  in  so  doing,  the 
state  should  not  be  inflexible  and  autocratic  (sixteen 
respondents) . 
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Better  communication  should  be  established  within  and 
between  all  levels  of  the  program.   Communications 
should  promote  a  better  mutual  understanding  of  each 
level's  problems  and  responsibilities  in  addition  to 
transmission  of  important  program  information  (thirteen 
respondents) . 

More  resources  should  be  provided  in  the  forms  of  ad- 
ditional staff,  and  community  resources  (twelve  respon- 
dents) . 

More  opportunities  for  appropriate  training  should  be 
provided  at  all  levels  of  the  program  (six  respondents) . 


d .   Program  Personnel 

The  responses  of  regional  DD  staff  and  social  workers  are  combined 

below.   Problems  identified  most  often  were  the  following: 

.  A  lack  of  program  direction  and  specificity.   Respon- 
dents were  uncertain  of  program  policies,  priorities, 
rules,  regulations,  roles  and  responsibilities,  pro- 
cedures, and  related  details  (nineteen  respondents). 

.  A  lack  of  training  for  all  involved  in  the  program 
(ten  respondents). 

.  Poor  relations  within  and  between  all  levels  of  the 
program.   State  and  regional  staff  relations  were 
mentioned  often,  as  were  relations  between  providers 
and  staff  (ten  respondents). 

.  Poor  communications  within  and  between  all  levels  of 
the  program  (nine  respondents) . 

.  Administrative  problems,  including  lack  of  direction, 
accountability  to  too  many  bosses,  inconsistency,  and 
poor  allocation  and  use  of  personnel  resources  (eight 
respondents) . 

Solutions  mentioned  most  often  are  the  following: 

.  Provide  more  training  in  specific  task  responsibilities 
to  persons  in  all  levels  of  the  program  (thirteen  respon- 
dents) . 

.  Prepare  written  program  policies,  priorities,  goals,  ob- 
jectives, guidelines,  standards,  roles,  responsibilities, 
and  related  details.   Many  respondents  complained  about 
a  lack  of  consistent  direction  (twelve  respondents) . 
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Reorganize  the  DD  program  to  either  eliminate  the  DDD 
or  provide  it  appropriate  resources  and  authority  to 
accomplish  its  tasks  (eight  respondents). 

Provide  education  in  roles  and  responsibilities  to  all 
parties  involved  in  the  program. 


e.   Conclusion 

The  problems  identified  by  all  categories  of  respondent  were  re- 
markably similar.   Many  of  these  problems  relate  directly  to  program 
management  and  can  be  resolved  through  management  decisions.   Lack  of 
program  specificity,  poor  communications,  poor  working  relations, 
misunderstanding  of  roles,  responsibilities,  and  authority — all  are 
amenable  to  solution.   Further,  although  management  cannot  directly 
control  time  and  resources,  it  can  influence  their  allocation  and  use, 
and  thereby  maximize  their  effect.   It  would  be  well  for  those  re- 
sponsible for  the  DD  program  to  address  these  problems  as  soon  as 
possible. 

B.   Program  for  the  Emotionally  Disturbed 

Individual  interviews  were  summarized  by  question  and  grouped  accord- 
ing to  organizational  entity.   The  results  of  the  interviews  have  been 
organized  by  issue  area  and  by  organizational  entity.   Where  response 
differences  between  organizations  are  not  great,  the  results  are  pooled 
and  presented  without  attribution. 

POLICY  AND  PLANNING  ISSUES 
# The  Montana  program  to  deinstitutionalize  emotionally  disturbed  per- 
sons involves  seven  operationally  distinct  groups:   The  Department  of 
Institutions,  Warm  Springs  State  Hospital  (WSSH) ,  and  the  five  regional 
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mental  health  centers  (MHC) .   Efficient  pursuit  of  deinstitutionaliza- 
tion requires  a  clear  and  specific  statement  of  program  goals,  objectives, 
and  responsibilities.   The  respondents  were  asked  whether  such  statements 
exist  and  of  their  content,  source,  and  degree  of  dissemination.   The 
respondents  also  were  asked  who  is  responsible  for  attainment  of  those 
goals  and  objectives. 

Mental  Health  Centers 

Region  I 

All  four  respondents  agreed  that  goals  and  objectives  exist  for  the 
regional  mental  health  center  and  that  they  are  given  in  the  center's 
grant  application.   Center  goals  and  objectives  were  prepared  by  the 
executive  director  and  have  been  disseminated  among  all  center  and  satel- 
lite staff.   None  of  the  respondents  were  aware  of  specific  deinstitution- 
alization goals  and  objectives  for  WSSH  or  the  Department  of  Institutions. 
Responsibility  for  the  attainment  of  the  center's  goals  and  objectives 
for  deinstitutionalization  was  said  to  have  been  delegated  to  the  after- 
care coordinator  and  the  directors  of  the  satellite  offices. 

The  respondents  did  not  give  uniform  descriptions  of  the  center's 
goals  and  objectives.  One  respondent  spoke  in  general  terms,  alluding 
to  the  general  goal  of  promoting  more  self-reliance  on  the  part  of  clients. 
Another  respondent  discussed  the  provision  of  a  full  range  of  services, 
treatment  in  the  least  restrictive  environment,  and  treatment  tailored 
to  the  individual  needs  of  the  client.  The  third  respondent  discussed 
acceptance  of  former  WSSH  patients,  community-based  treatment,  and  ap- 
propriate client  screening.   The  fourth  respondent  was  able  to  give  no 
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details  about  center  goals  and  objectives.   Two  respondents  stated  that 
many  center  goals  and  objectives  were  either  unwritten  or  written  only 
in  very  general  terms;  they  suggested  that  all  center  goals  and  objectives 
should  be  written  in  definitive  terms. 

Region  II 

All  respondents  perceived  that  goals  and  objectives  exist  for  this 
MHC,  although  three  respondents  stated  that  many  of  them  are  unwritten. 
One  respondent  stated  that  there  are  no  specific  deinstitutionalization 
goals  and  objectives  at  the  Region  II  MHC.  Only  one  respondent  of  five 
was  aware  of  deinstitutionalization  goals  and  objectives  prepared  by 
the  department;  none  was  aware  of  any  such  materials  relating  to  WSSH. 

Responsibility  for  achievement  of  MHC  goals  and  objectives  has  been 
delegated  by  the  Governing  Board  to  the  center  director.   The  director 
has,  in  turn,  delegated  specific  responsibilities  to  department  and 
satellite  directors.   All  relevant  staff  and  board  members  were  said 
to  be  well  informed  about  center  policies.   Copies  of  all  written  goals 
and  objectives  have  been  given  to  all  staff. 

Satellite  and  department  directors  are  urged  to  develop  their  own 
goals  and  objectives  within  the  broader  framework  of  the  center's  poli- 
cies.  Apparently,  the  aftercare  coordinator  and  his  staff  play  a  pivotal 
role  in  the  development  and  accomplishment  of  deinstitutionalization 
goals  and  objectives.   Center  policies  in  this  regard  were  said  to  be 
prepared  by  the  director  and  the  administrative  staff.   Center  policies 
apparently  are  influenced  by  a  wide  variety  of  sources  including  judicial 
decisions,  state  and  federal  regulations,  state  policies,  and  developments 
in  the  mental  health  field. 
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Specific  deinstitutionalization  goals  and  objectives  listed  by 
one  respondent  were: 

.  maintenance  of  clients  in  the  least  restrictive  environment 

.  prevention  of  unnecessary  institutionalization 

.  the  addressing  of  the  problems  of  institutionalized  patients 
No  other  deinstitutionalization  goals  or  objectives  were  specified  by  the 
other  respondents. 

Region  III 

Respondents  at  this  center  differed  in  their  awareness  of  specific 
deinstitutionalization  goals  and  objectives  posed  by  the  center,  the 
department,  or  WSSH.   Most  stated  that  specific  measurable  goals  and 
objectives  have  been  prepared  for  the  center  by  the  deputy  director, 
using  staff  and  public  input.   These  have  been  written  and  disseminated 
to  the  staff,  board  members,  and  the  public.   Two  respondents  said  that 
deinstitutionalization  goals  and  objectives  have  been  prepared  by  the 
department  and  that  they  are  presented  and  discussed  in  the  state  plan 
for  mental  health.   The  remainder  of  the  respondents  were  unaware  of 
departmental  materials  in  this  regard;  none  were  aware  of  deinstitution- 
alization goals  and  objectives  prepared  by  or  for  WSSH. 

Departmental  goals  and  objectives  address  the  maintenance  of  clients 
in  the  community,  providing  treatment  in  the  least  restrictive  environ- 
ment, and  similar  details.   Center  goals  and  objectives  mentioned  in 
this  context  were  for  the  purposes  of: 

.  maintaining  persons  in  their  communities 

.  prevention  of  institutionalization 


11-71 


.  establishing  mental  health  services 

.  expanding  existing  services 

.  reduction  by  eight  or  nine  percent  in  number  of  self- 
initiated  client  activities 

.  reduction  of  recidivism 
Center  responsibilities  for  achievement  of  these  goals  and  objectives 
are  delegated  by  the  governing  board  to  the  director.   He,  in  turn, 
delegates  responsibilities  to  appropriate  department  heads. 

One  respondent,  responsible  for  direct  client  service,  was  unaware 
of  specific  center  policies  for  achieving  goals  and  objectives,  and  the 
practice  of  delegating  responsibility  to  achieve  them.   Another  respon- 
dent stated  that  many  persons  interpret  program  goals  and  objectives 
differently  and  that  these  differing  perceptions  hinder  the  program. 
This  respondent  suggested  that  a  common  interpretation  of  policies  is 
essential  to  program  success. 

Region  IV 

All  respondents  indicated  that  deinstitutionalization  goals  and  ob- 
jectives exist  for  the  Region  IV  MHC.   Three  of  the  eight  added  that 
similar  goals  exist  for  the  department;  one  respondent  indicated  that 
WSSH  also  has  similar  statements.   Only  one  respondent  indicated  that 
center  goals  and  objectives  are  formally  written.   This  respondent  added 
that  the  statements  were  "functional  and  documented,"  and  were  prepared 
in  a  management-by-objective  format.   Apparently  these  statements  have 
not  been  disseminated,  although  they  will  receive  wide  distribution 
among  the  staff,  board  members,  and  public  upon  completion.   This  is 
the  first  year  this  center  has  prepared  goal/objective  statements 
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of  this  nature.   The  statements  were  prepared  by  the  director  of  the 
center,  in  cooperation  with  the  heads  of  the  various  center  departments. 
Satellite  directors  have  been  encouraged  to  prepare  their  own  state- 
ments of  goals  and  objectives  within  the  framework  set  by  the  center. 

Responsibility  for  achieving  center  goals  and  objectives  rests 
with  the  center  director.   He,  in  turn,  has  delegated  responsibility 
to  the  department  and  satellite  directors.   Some  respondents  indicated 
that  the  delegation  of  authority  has  been  verbal,  not  written. 

Center  deinstitutionalization  goals  and  objectives  mentioned 
were: 

.  keeping  recidivism  to  less  than  fifteen  percent 

.  contacting  ninety  percent  of  the  clients  released  from 
WSSH 

.  coordinating  follow-up  activities  with  community  generic 
services 

.  devising  individual  treatment  plans 

In  addition,  one  respondent  identified  satellite  deinstitutionalization 

goals  and  objectives.   These  were: 

.  to  visit  all  WSSH  patients  from  the  region  on  at  least  a 
monthly  basis 

.  to  work  with  the  WSSH  staff  for  discharge  planning 

.  improve  the  coordination  of  client  placement  and  movement 

.  follow-up  on  "lost"  clients 

.  assignment  of  a  "primary  therapist"  to  all  clients  in  need 
of  continued  treatment 

Two  respondents  mentioned  that  in  the  past,  center  goals  and  objectives 

had  been  neither  well  disseminated  nor  understood.   One  respondent  stated 

that  they  were  pursued  only  inconsistently.   Several  commented  upon  the 

informal  and  inconsistent  nature  of  past  communication  of  statements  of 
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goals  and  objectives. 

Departmental  goals  and  objectives  are  given  in  the  state  plan  for 
mental  health  and  in  l he  contract  between  the  center  and  the  department. 
The  specific  departmental  statements  were  not  spoken  of  by  any  respon- 
dent . 

Region  V 

Four  respondents  indicated  that  deinstitutionalization  goals  and 
objectives  have  been  prepared  by  the  Region  V  center;  two  could  specify 
some  of  their  content.   One  respondent  stated  that  no  formal  statements 
guiding  deinstitutionalization  activities  had  been  prepared  since  ex- 
piration of  the  WSSH  contract.   Those  respondents  mentioning  center 
deinstitutionalization  goals  and  objectives  referred  to  the  original 
contract  between  the  center  and  WSSH. 

Dissemination  of  the  statements  of  goals  and  objectives  apparently 
was  inconsistent.   One  respondent  stated  that  he  could  be  sure  only 
that  they  had  been  distributed  to  governing  board  members.   Others  in- 
dicated that  staff  members  were  familiar  with  the  goals  and  objectives, 
but  that  the  public  might  not  have  been.   Most  agreed  that  the  center 
director  is  responsible  for  the  attainment  of  center  goals  and  objectives, 
and  that  he  delegates  portions  of  that  responsibility  to  appropriate 
staff  members. 

Two  respondents  acknowledged  the  existence  of  goals  and  objectives 
for  the  department,  stating  that  they  are  contained  within  the  contract 
between  the  center  and  the  department.  No  mention  was  made  of  deinsti- 
tutionalization goals  prepared  by  or  for  WSSH. 

Center  goals/objectives  mentioned  by  the  respondents  were  for  the 
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following  purposes: 

.  screening  and  evaluation  of  clients 

.  community  development  to  provide  resources  to  eliminate 
inappropriate  placement  in  WSSH 

.  implementation  of  service  delivery  plans 

.  statement  of  a  policy  that  clients  will  be  accepted  only 
if  they  will  benefit  from  the  placement  opportunity 

Department  of  Institutions 

All  respondents  stated  that  deinstitutionalization  goals  and  ob- 
jectives have  been  written  for  all  entities  within  the  program  and  that 
they  have  been  widely  disseminated.   These  statements  are  contained 
within  the  state  plan  for  mental  health,  and  in  the  contracts  between 
the  centers  and  the  department.   Generally,  these  statements  emphasize 
prevention  of  institutionalization  and  minimizing  the  lengths  of  in- 
stitutional stay.   Two  of  the  four  respondents  said  that  the  goals 
and  objectives  are  not  specific:   "They  are  not  specifically  quantified 
because  the  department  does  not  wish  to  be  tied  to  specific  numbers." 
Departmental  goals  are  now  prepared  within  the  department  by  staff 
members;  they  had  been  prepared  by  consultants  in  the  past. 

Warm  Springs  State  Hospital 

Five  of  fourteen  respondents  stated  that  no  formal  deinstitution- 
alization goals  or  objectives  exist  at  WSSH,  and  two  were  uncertain.   The 
remaining  seven  respondents  stated  that  goals  and  objectives  have  been 
prepared  for  WSSH,  although  one  respondent  indicated  that  none  existed 
prior  to  the  appearance  of  the  1978  plan  for  mental  health.   Many  respon- 
dents were  uncertain  of  the  authors  of  those  statements  and  of  the  persons 
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responsible  for  their  attainment.   Many  respondents  stated  that  there 
is  widespread  implicit  understanding  of  unwritten  deinstitutionaliza- 
tion goals  and  objectives,  but  few  could  specifically  define  them. 
Apparently,  there  is  no  consistent  effort  on  the  part  of  the  adminis- 
tration to  provide  a  specific  and  uniform  understanding  of  such  poli- 
cies throughout  the  institution.   Judging  from  the  responses,  under- 
standing of  deinstitutionalization  policies  varies  by  department  and 
regional  unit. 

Conclusion 

The  existence  and  understanding  of  deinstitutionalization  goals  and 
objectives  varies  by  organizational  entity  within  the  mental  health  pro- 
gram.  Two  centers  have  prepared  goals  and  objectives  in  terms  that  permit 
some  measurement  of  their  attainment,  one  center  reportedly  has  prepared 
no  goals  and  objectives  since  the  WSSH  contract  expired.   Generally, 
deinstitutionalization  goals  and  objectives,  when  written,  are  defined 
only  generally  and  may  be  subject  to  varying  interpretations.   Many 
respondents,  at  all  levels,  suggested  that  many  program  goals,  policies 
and  the  like  are  unwritten.   Center  goals,  in  all  cases,  were  written  by 
the  center  director  or  the  director  and  administrative  staff.   Some  sought 
input  from  all  staff,  others  did  not.   Departmental  goals  were  said  to  be 
written  only  generally — "they  are  not  specifically  quantified  because 
the  department  does  not  wish  to  be  tied  to  specific  numbers." 

Assignment  of  responsibility  for  achievement  of  program  goals  appears 
to  be  variable  as  well.   In  some  centers,  responsibilities  have  been  spe- 
cifically assigned;  at  others,  such  assignment  seems  to  have  been  accom- 
plished more  informally.   The  center  directors  reportedly  have  delegated 
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specific  responsibilities  to  appropriate  department  administrators 
within  their  organizations,  although  they  consider  themselves  re- 
sponsible for  achievement  of  center  goals  in  an  overall  sense. 

•  Successful  deinstitutionalization  and  the  prevention  of  unnecessary 
institutionalization  requires  that  necessary  mental  health  services  be 
available  in  the  community.   Without  such  services  there  may  be  no  al- 
ternative to  continued  institutionalization.   The  respondents  were  asked 
whether  a  formal  program  exists  to  increase  the  number  of  service  al- 
ternatives to  WSSH.   In  addition,  the  respondents  were  asked  whether 
the  department  has  considered  alternatives  to  contracting  with  the  mental 
health  centers  for  the  delivery  of  community-based  mental  health  services, 

Mental  Health  Centers 

Ten  MHC  respondents  said  that  a  formal  program  is  underway  to  in- 
crease the  number  of  service  alternatives  to  WSSH.   Seven  respondents 
either  were  uncertain  or  stated  that  no  such  program  exists.   Few 
respondents  could  specify  the  nature  of  such  a  program  or  the  persons 
responsible  for  it.   One  center  director  mentioned  that  all  the  centers 
have  community  development  as  a  goal  but  that  he  is  unaware  of  specific 
programs.   One  center  has  submitted  a  grant  application  to  support  the 
development  and  use  of  the  community  infrastructure  on  behalf  of  mental 
health  services.   Another  center  is  in  the  process  of  reorganizing  its 
aftercare  services.   Other  programs  mentioned  were  institutional  in 
nature;  e.g.,  the  Children's  Unit  at  WSSH,  and  a  cooperative  venture  of 
Region  IV  and  WSSH  to  provide  day  care  to  institutional  patients. 
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Department  of  Institutions 

Department  respondents  tended  to  believe  that  although  there  is 
no  "formalized  document  or  plan"  to  develop  service  alternatives  or 
replace  WSSH,  the  department's  continued  support  of  mental  health 
centers  demonstrates  support  of  alternatives.   The  department  also  has 
a  contract  with  the  psychiatric  unit  of  the  University  of  Washington 
Medical  School  to  bring  in  residents  and  lecturers. 

The  Department  of  Institutions  is  not  legally  required  to  provide 
community  mental  health  services  only  through  regional  mental  health 
centers.   Department  and  center  personnel  were  asked  whether  the  de- 
partment has  any  alternatives  to  contracts  with  the  centers.   Department 
personnel  stated  that  no  formal  program  is  underway  in  this  regard, 
although  a  contract  has  been  made  with  the  Yellowstone  Boys'  Ranch 
for  children's  services.   The  department  has  stated  its  expectancies 
more  clearly  in  its  new  contracts  with  the  centers,  and  has  concluded 
that  alternatives  to  the  centers  are  unnecessary  at  present.   Mental 
health  center  personnel  did  not  know  whether  the  department  was  pur- 
suing alternatives  to  continued  contracts  with  the  centers,  although 
some  were  aware  of  the  contract  with  the  Yellowstone  Boys'  Ranch. 

Conclusion 

According  to  the  respondents,  excluding  department  personnel,  there 
is  no  consistent,  coherent,  statewide  program  to  develop  service  alterna- 
tives to  WSSH.   Service  development  programs  appear  to  be  left  to  the 
initiative  of  the  mental  health  centers.   The  department  has  initiated 
a  program  to  improve  the  quality  of  services  at  WSSH  through  its  contract 
with  the  University  of  Washington  Medical  School. 
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#The  community  mental  health  programs  are  not  self-supporting  and 
rely  upon  a  mix  of  federal,  state,  and  local  funds.   State  funds  in 
support  of  these  programs  are  appropriated  biennially;  local  funds  are 
appropriated  annually.   In  order  for  such  funds  to  be  allocated  ap- 
propriately, data  concerning  the  overall  costs  of  community  programs 
and  specific  costs  for  services  are  necessary.   Further,  such  data  are 
necessary  for  preparation  of  grant  applications  for  financial  assis- 
tance.  The  respondents  were  asked  whether  financial  estimates  have 
been  developed  by  either  the  centers  or  the  department. 

Mental  Health  Centers 

The  majority  of  mental  health  center  respondents  stated  that  esti- 
mates of  the  cost  of  developing  community  mental  health  services  have 
been  developed. 

Region  I 

Estimates  have  been  developed  to  meet  grant  requirements.   The 
estimates  were  developed  by  a  consulting  accountant,  and  were  based  upon 
historical  costs  of  the  center.   They  analyze  service  costs  by  discipline 
and  by  unit  of  time.   The  director  is  responsible  for  developing  this 
center's  cost  estimate. 

Region  II 

Two  respondents  indicated  that  cost  estimates  have  been  done  on  an 
informal  basis.   One  respondent  indicated  that  the  center's  business 
manager  has  collected  data  which  include  purchase  prices,  operations 
budgets,  maintenance  and  staff  costs,  capital  costs,  and  ancillary  costs. 
The  respondents  agreed  that  cost  estimates  should  be  based  on  historical 
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costs  considered  in  light  of  anticipated  demand  for  services,  available 
resources,  and  needed  resources.   The  business  manager  is  responsible 
for  developing  the  center's  cost  estimates. 

Region  III 

This  center  is  developing  a  computer-based  data  system  to  generate 
cost  estimates.   The  system  will  examine  each  service  by  function  and 
cost  at  monthly  intervals.   Two  respondents  were  reluctant  to  say  that 
the  center's  present  cost  data  are  "estimates";  rather,  they  referred 
to  them  as  extrapolations  of  historical  costs.   Cost  data  have  been 
collected  on  all  center  expenditures.   The  cost  data  were  collected  in 
a  joint  effort  of  center  administrative  personnel  and  local  hospitals. 
The  respondents  stated  that  estimates  should  be  based  upon  historical 
costs  examined  in  light  of  demands  for  service,  need  for  additional 
resources,  and  the  cost  of  additional  resources.   The  administrative 
staff  of  the  center  are  responsible  for  developing  cost  estimates. 

Region  IV 

Cost  estimates  are  the  responsibility  of  the  administrative  office 
at  this  center.   Satellite  office  staff  members  were  unaware  of  the 
existence  of  estimates  of  service  cost.   Most  respondents  stated  that 
some  cost  analyses  are  necessary  for  grant  applications  and  are  avail- 
able within  those  documents.   Budgetary  information  is  based  upon 
historical  costs  of  existing  services  interpreted  in  light  of  expected 
demand  for  services,  inflation  factors,  and  costs-per-unit  of  service. 
One  respondent  discussed  a  computer-based  management  information  system 
being  developed  by  the  center. 
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Region  V 

Two  respondents  at  this  center  said  that  cost  estimates  exist, 
and  two  said  they  do  not.   One  respondent  in  denyin;;  the  existence  of 
estimates  stated  that  formal  estimates  have  not  been  completed.   Two 
respondents  stated  that  estimates  have  been  completed  through  the 
budgeting  process.   The  estimates  are  based  upon  mean  experience. 
Cost  estimates  should  be  based  upon  historical  costs  interpreted  in 
light  of  the  current  value  of  those  services,  available  funds,  center 
modifications,  and  demand  for  new  programs,  according  to  the  respon- 
dents.  The  director  and  business  manager  were  said  to  be  responsible 
for  developing  cost  estimates. 

Department  of  Institutions 

Three  of  four  respondents  stated  that  estimates  of  service  cost 
are  available,  although  no  unified  comprehensive  study  has  been  com- 
pleted to  this  effect.   All  three  respondents  stated  that  the  estimates 
have  been  completed  by  the  centers  and  are  of  variable  quality.   Most 
were  said  to  be  unsophisticated  and  based  upon  historical  costs  for 
services.   They  were  developed  in  the  course  of  the  budgetary  process 
and  cover  the  cost  of  maintaining  the  current  level  of  services  and 
some  expansion.   The  respondents  stated  that  the  press  of  time  and 
duties  has  prevented  the  development  of  more  sophisticated  estimates. 
The  respondents  suggested  that  estimates  should  be  based  upon  historical 
costs  and  anticipated  demands  for  service.   Most  respondents  considered 
the  centers  to  be  responsible  for  developing  such  estimates. 
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Conclusion 

There  is  no  uniform  systematic  attempt  within  the  mental  health 
system  to  develop  data-based  estimates  of  the  cost  of  developing  or 
delivering  mental  health  services.   The  department  considers  this 
activity  to  be  a  responsibility  of  the  mental  health  centers  and  has 
left  the  matter  to  the  discretion  and  initiative  of  the  centers.   Re- 
spondents at  two  centers  said  that  their  organizations  are  developing 
automated  data  systems  that  will  support  the  preparation  of  such 
estimates. 

•Delivery  of  social  services  in  a  rural  state  is  a  difficult  task, 
and  the  task  becomes  more  difficult  when  funds  are  limited.   In  light  of 
this,  limited  resources  can  be  best  allocated  when  information  about 
specific  demand  is  available.   The  respondents  were  asked  whether  in- 
formation on  service  demand  is  available,  whether  it  is  uniform  across 
the  state,  and  whether  plans  have  been  made  to  generate  such  information. 

Mental  Health  Centers 

The  majority  of  mental  health  center  respondents  stated  that  data 
are  available  which  indicate  the  demand  for  service.   Respondents  at 
one  mental  health  center  indicated  that  such  data  are  not  available. 

Region  I 

One  respondent  at  this  center  indicated  that  service  demand  data 
are  available.  These  data  comprise  a  comprehensive  inventory  of  ser- 
vices, differentiated  by  service  type  and  other  categories.  The  data 
are  based  upon  "patient  activity  forms"  and  "patient  contract  forms" 
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which  are  as  current  as  the  most  recent  patient  contact.   The  data  are 
automated.   The  respondent  stated  that  these  data  are  uniform  within 
his  region  and  assumed  that  similar  data  are  available  statewide. 

The  respondents  indicated  that  the  billing  process  at  the  center 
enumerates  service  costs-per-patient  by  type  of  service  per-unit-time. 
Services  are  recorded  by  patient,  by  diagnosis,  by  service  discipline, 
and  by  county  of  patient  origin. 

The  respondent  indicated  that  the  Region  I  center  has  data  docu- 
menting the  need  for  residential  treatment  facilities.   These  data 
consist  of  a  count  of  the  number  of  persons  requiring  this  type  of 
service  and  are  available  at  the  center.   The  data  were  drawn  from 
client  files  and  case  managers'  records.   One  respondent  added  that 
no  formal  needs  assessment  has  been  completed. 

Region  II 

Two  respondents  were  uncertain  about  whether  service  demand  data 
exist.   Three  respondents  stated  that  such  data  are  available.   One 
respondent  stated  that  the  demand  data  are  quite  general  because  ser- 
vices are  labelled  only  generally.   The  other  two  respondents  stated 
that  the  data  are  based  upon  a  needs  assessment  that  was  completed  one 
year  ago.   This  center  is  in  the  process  of  developing  an  automated 
data  system  to  provide  service  demand  estimates.   This  system  will  in- 
dicate services  needed  for  each  patient,  by  patient  characteristic. 
The  respondents  stated  that  service  demand  data  are  not  uniform  state- 
wide. 

The  billing  process  at  this  center  records  the  type  of  service 
delivered  by  element  and  unit  of  service  per-unit-time.   This  center 
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also  records  patient  demographic  characteristics,  modes  of  service,  and 
elements  of  service  as  required  by  the  federal  government. 

Some  respondents  at  the  Region  II  center  were  uncertain  whether 
data  are  available  indicating  the  need  for  residential  treatment  facili- 
ties.  One  respondent  stated  that  such  data  are  not  available.   Two 
respondents  stated  that  some  specific  data  do  exist,  indicating  the 
results  of  the  center's  needs  assessment  and  the  existence  of  patients 
at  WSSH  who  could  be  deinstitutionalized  if  such  facilities  were  made 
available. 

Region  III 

Most  respondents  in  this  center  were  aware  of  data  which  document 
service  demand.   Most  were  uncertain  whether  these  data  are  uniform  state- 
wide, however.   This  center's  demand  data  are  kept  in  computer  storage 
and  are  based  upon  client  files,  waiting  lists,  census  tallies,  and 
department  records. 

All  billing  data  at  this  center  are  tied  to  specific  patient  records. 
The  billing  process  records  services  delivered  by  units  of  time-per- 
patient  per  month.   The  process  also  records  the  type  of  service  delivered 
and  identifies  the  therapist  delivering  the  service. 

Most  respondents  at  this  center  stated  that  data  exist  to  document 
the  need  for  residential  treatment  facilities.   These  data  consist  of 
lists  of  WSSH  patients  who  could  be  deinstitutionalized  if  facilities 
were  available,  occupancy  rates  of  existing  facilities,  and  waiting  lists. 
One  respondent  stated  that  the  center  will  conduct  a  needs  assessment 
in  late  1977,  and  that  this  should  provide  more  definitive  data. 

One  respondent,  a  consultant  to  the  center,  expressed  doubts  that 
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any  detailed  needs  data  are  available  specific  to  Montana's  needs.   He 
stated  that  there  are  obvious  clinical  and  resource  needs,  and  specified 
a  need  for  more  qualified  personnel  and  for  living  situations  provid- 
ing a  special  behavioral  focus. 

Region  IV 

Most  respondents  in  this  center  stated  that  service  demand  data  are 
available  but  that  they  are  subjective.   The  Region  IV  center  is  develop- 
ing a  more  sophisticated  and  automated  demand  data  system.   The  respon- 
dents either  doubted  that  demand  data  are  uniform  statewide,  or  stated 
that  they  are  not.   Satellite  personnel  generally  were  uniformed  of  the 
nature  of  the  center's  demand  data  and  of  the  system  to  collect  and  use 
them.   The  demand  data  are  drawn  from  service  use  records,  waiting  lists, 
and  client  entry  data  sheets. 

Region  V 

Three  of  four  respondents  at  this  center  stated  that  data  are  not 
available  on  demand   for  service.    The  fourth  respondent  did  not  know. 
The  respondents  suggested  that  projections  of  demand  could  be  developed 
but  haven't  been,  adding  that  "only  approximations"  or  waiting  lists 
are  presently  available  to  document  demand.   The  respondents  stated  that 
this  center  lacks  the  funds  and  manpower  to  estimate  demand,  and  prob- 
ably lacks  the  data.   Apparently,  service  records  at  this  center  are 
decentralized.   Such  decentralization  is  apt  to  make  estimation  of 
service  demands  quite  difficult. 

The  billing  process  at  the  Region  V  center  records  services  deliv- 
ered by  units  of  service  per  patient  per  month.   Services  for  which 
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patients  cannot  pay  are  "written  off"  and  are  tax  supported.  Accord- 
ing to  one  respondent,  about  fifty  percent  of  gross  charges  fall  into 
this  category. 

Three  of  five  respondents  stated  that  data  are  available  to  docu- 
ment the  need  for  residential  treatment  facilities  but  that  they  are 
informal.   The  respondents  mentioned  the  existence  of  WSSH  patients 
who  could  be  deinstitutionalized  if  facilities  were  available,  and  the 
existence  of  a  recently  completed  needs  assessment  material.   The 
latter  data,  however,  were  considered  to  be  quite  general. 

Department  of  Institutions 

Three  of  four  departmental  personnel  stated  that  data  exist  to  sup- 
port estimates  of  service  demand.   They  stated  that  these  are  not  very 
reliable  and  that  definitions  of  the  types  of  services  are  not  uniform. 
General  service  categories  were  said  to  be  compatible  statewide,  but 
specific  categories  are  not.   Data  taken  from  the  Department's  Management 
Information  System  were  found  to  be  inadequate  for  this  purpose.   The 
centers  and  the  department  now  are  developing  a  system  to  document  demand 
for  services  that  will  provide  uniform  data  statewide.   Four  centers 
are  scheduled  to  have  this  system  in  operation  by  late  1977.   The  system 
will  incorporate  data  from  all  centers  and  from  WSSH. 

Only  one  departmental  respondent  was  familiar  with  the  billing  system 
used  by  the  centers  and  the  data  upon  which  they  are  based.   This  respon- 
dent stated  that  bills  for  services  rendered  are  not  tied  to  specific 
units  of  service  at  present,  but  will  be  next  year. 

Departmental  respondents  stated  that  data  are  available  to  document 
the  need  for  residential  treatment  facilities.   These  data  were  said  to 
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be  contained  within  a  consultant  needs  assessment. 

Many  respondents  at  all  mental  health  centers  expressed  confusion 
about  the  status  of  the  licensing  procedure  for  mental  health  transi- 
tional homes.   Some  respondents  considered  the  matter  resolved,  but 
most  did  not.   Many  respondents  were  concerned  that  little  had  been 
done  or  was  being  done  to  resolve  this  issue,  and  some  were  very  in- 
dignant.  One  departmental  respondent  stated  that  transitional  homes 
now  are  given  renewable  temporary  licenses  by  the  Department  of  Health 
and  Environmental  Sciences.   These  temporary  licenses  have  reduced 
the  pressure  to  resolve  the  issue,  and,  as  a  result,  little  is  being 
done,  according  to  this  respondent. 

Conclusion 

Although  data  reportedly  exist  documenting  current  demands  for 
mental  health  services  statewide,  there  appears  to  be  no  uniform  system 
to  collect  those  data.   Each  mental  health  center  appears  to  have  taken 
its  own  approach  to  this  issue.   One  center  has  done  little  about  it. 
According  to  some  respondents,  a  uniform  system  to  collect  and  analyze 
such  data  will  be  available  in  the  near  future.   Similar  statements 
may  be  made  about  data  substantiating  the  need  for  additional  residen- 
tial treatment  facilities.   Such  data  apparently  exist,  but  no  one  has 
systematically  collected  and  analyzed  them. 

Greater  uniformity  appears  to  exist  in  the  center's  systems  to 
bill  for  services  rendered.   All  centers  were  reported  to  record  spe- 
cific units  of  service  by  type  of  service  and  time  to  specific  patients. 

The  issue  of  licensure  of  transitional  residential  treatment  facilities 
remains  unresolved. 
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•The  development  of  a  formal  admissions  policy  for  WSSH  is  implicitly 
required  by  Montana  statutes  that  address  deinstitutionalization  and  the 
rights  of  emotionally  disturbed  persons.   This  issue  also  has  been  ad- 
dressed by  Montana  mental  health  plans.   An  informal  or  inconsistent  ad- 
missions policy  can  result  in  activities  inconsistent  with  Montana's 
statutory  commitment  to  the  delivery  of  mental  health  services  in  the 
least  restrictive  appropriate  environment.   Respondents  were  asked 
whether  an  admissions  policy  has  been  developed  for  WSSH. 

Department  of  Institutions 

Departmental  respondents  indicated  that  WSSH  has  yet  to  develop  a 
formal  admissions  policy  despite  urging  by  the  department  that  it  do  so. 
The  respondents  suggested  that  WSSH  eventually  will  develop  such  a  policy, 
but  that  it  will  take  time.   One  respondent  suggested  that  the  new  com- 
mitment law  has  reduced  the  urgency  of  the  issue,  and  that  admissions 
practices  now  are  more  uniform  and  concrete. 

Warm  Springs  State  Hospital 

According  to  some  respondents,  a  draft  formal  admissions  policy  for 
WSSH  has  been  prepared.   The  draft  policy  is  said  to  be  more  rigorous  than 
previous  informal  ones,  although  one  respondent  maintained  that  it  is 
much  too  long  to  be  useful.   The  policy  was  prepared  by  administrative 
staff,  apparently  with  input  from  management  level  professional  staff. 
Several  respondents  expressed  frustration  that  a  policy  had  not  been  im- 
plemented in  the  past.   Some  respondents  indicated  that  in  the  past, 
admissions  policies  have  varied  by  regional  unit;  one  respondent  stated 
that  the  WSSH  policy  has  been  an  "open  door"  policy. 
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Conclusion 

To  date,  no  formal  admissions  policy  has  been  instituted  at  WSSH. 
Past  admissions  practices  apparently  have  been  inconsistent,  even  to 
the  point  of  varying  by  organizational  unit  within  the  hospital.   A 
draft  admissions  policy  has  been  prepared  and  circulated  for  review. 
The  fate  of  that  policy  has  yet  to  be  determined. 

•  The  mental  health  program  comprises  many  organizations.   Five  sepa- 
rate regional  mental  health  centers,  controlled  by  governing  boards, 
contract  with  the  Department  of  Institutions  to  provide  mental  health 
services.   In  addition  to  these  entities,  there  is  a  Mental  Health 
Advisory  Council  (MHAC) ,  advisory  boards  for  the  various  centers,  and 
WSSH.   Given  a  program  of  this  complexity,  it  is  important  to  understand 
the  relative  roles  of  the  entities  within  it.   This  issue  was  approached 
through  questions  to  determine  the  manner  in  which  operating  policies 
of  the  centers  are  derived,  the  roles  of  the  governing  and  advisory  boards, 
the  relationship  of  the  MHAC  to  the  centers,  and  the  manner  in  which 
satellite  offices  are  administered  by  the  centers. 

Mental  Health  Centers 

Region  I 

Operating  policies  at  the  center  are  developed  within  the  center's 
administrative  structure  in  response  to  identified  needs.   The  director 
initiates  and  directs  all  staff  policy  work  and  incorporates  suggestions 
from  administrative  and  program  staff  in  the  process.   All  policies  must 
receive  the  approval  of  the  governing  board  before  they  are  implemented. 
The  governing  board  also  may  initiate  policies  on  its  own. 
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Satellite  offices  of  the  Region  I  center  are  directly  accountable 
to  the  director.   Satellite  supervisors  are  given  wide  latitude  to 
operate  within  the  goals,  objectives,  and  policies  of  the  center. 
Meetings  between  administrative  staff  of  the  satellites  and  the  center 
are  held  monthly;  meetings  of  all  staff  are  held  quarterly. 

The  MHAC  was  said  to  have  an  informal  working  relationship  with 
the  center  .   Respondents  at  the  center  indicated  that  they  use  the 
MHAC  plan  often  as  a  source  of  baseline  data,  recommendations  for  com- 
munity programs,  suggestions  for  increased  efficiency,  and  as  a  re- 
inforcer  of  planning  concepts. 

Region  II 

All  operating  policies  of  the  center  require  governing  board  ap- 
proval.  Policies  may  be  set  by  the  board  as  it  deems  necessary,  or 
may  be  initiated  by  the  director,  subject  to  board  approval.   Staff 
policies  always  stem  from  the  director,  although  he  requests  staff 
input  before  presenting  policy  proposals  to  the  board.   All  major  center 
problems  also  are  discussed  with  the  governing  board.   According  to 
some  respondents,  only  the  director  and  the  deputy  director  are  al- 
lowed to  attend  board  meetings.   Satellite  operating  policies  are  de- 
veloped by  each  satellite  within  the  framework  set  by  the  center.   Center 
policies  are  discussed  in  weekly  administrative  staff  meetings. 

Satellite  directors  are  given  discretionary  authority  to  operate 
within  the  guidelines  and  policies  of  the  center.   The  director  of  the 
center  selects  directors  of  the  satellite  offices,  who  then  must  be 
approved  by  the  board.   Refinement  of  satellite  programs  is  done  as  a 
joint  effort  between  satellite  and  the  center's  professional  staff  when 
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the  programs  have  been  established.   Communications  between  the  center 
and  the  satellites  was  considered  to  be  frequent  and  good. 

Apparently,  the  relationship  between  this  center  and  the  MHAC  is 
an  informal  one.   One  respondent  considered  the  council  to  be  very 
skilled  and  active  in  mental  health  matters  and  considered  it  a  good 
source  of  technical  expertise.   Many  of  the  respondents  at  this  center 
were  unfamiliar  with  the  MHAC  plan.   One  respondent  found  the  plan  to 
be  useful  in  assessing  community  needs;  another  considered  the  plan 
erroneous  in  some  respects  and  bereft  of  local  information. 

Region  III 

A  management  team,  comprising  administrative  staff,  develops  oper- 
ating policies  for  the  Region  III  center.   This  team  reviews  program 
requirements  and  problems,  and  proposes  policies  to  the  board.   The 
board  must  approve  all  policies  prior  to  their  implementation.   Poli- 
cies were  said  to  be  derived  in  part  from  legislative  mandates  and 
accreditation  standards.   Community  input  also  is  sought  in  the  genera- 
tion of  center  policies. 

Satellite  staff  are  directly  accountable  to  the  director  of  the 
center.   Professional  staff  in  the  satellites  answer  to  the  center's 
central  staff  department  directors.   Local  office  budgets  also  are  de- 
termined by  the  central  office.   The  director  limits  satellite  activi- 
ties to  those  proven  to  be  effective  and  acceptable.   Contacts  between 
center  and  satellite  staff  occur  on  a  monthly  basis. 

There  is  no  formal  relationship  between  this  center  and  the  MHAC. 
The  MHAC  was  reported  to  have  avoided  formal  relationships  with  the 
centers  in  order  to  maintain  its  objectivity.   Several  respondents 
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stated  that  a  closer  relationship  between  the  two  bodies  would  be 
useful.   One  respondent  stated  that  the  MHAC  should  play  a  stronger 
advocacy  role  in  Montana's  mental  health  programs  and  should  maintain 
close  liaison  with  the  centers.   Several  respondents  were  unaware  of 
the  MHAC  plan.   One  respondent  mentioned  that  the  plan  is  used  as  a 
reference  document  in  establishing  goals  and  developing  budget  esti- 
mates.  One  respondent  stated  that  the  preparation  of  separate  plans 
by  the  centers,  the  department,  and  the  MHAC  unnecessarily  duplicates 
efforts.   He  suggested  that  the  centers  and  the  MHAC  be  merged  with 
Montana's  health  service  agency  in  order  to  better  integrate  mental 
health  services  with  the  health  service  system. 

Region  IV 

Establishment  of  policy  in  the  Region  IV  center  is  a  joint  effort 
of  the  director  and  the  governing  board,  although  all  policies  must  be 
approved  by  the  board.   Some  policies  are  initiated  by  the  board;  others 
by  the  director.   Those  policies  initiated  by  the  director  usually  are 
developed  with  substantial  staff  input.   The  director  attempts  to  keep 
communication  flowing  between  the  board  and  the  staff,  and  attempts  to 
involve  everyone  in  policy  formulation.   Satellite  policies  are  for- 
malized by  the  satellite  directors  within  the  framework  of  center  policy. 

Authority  and  responsibility  for  daily  management  of  satellite 
offices  is  delegated  to  the  local  directors  by  the  center  director.   He 
provides  them  detailed  job  descriptions,  policies,  and  guidelines  and 
was  said  to  provide  considerable  discretionary  authority.   Satellite 
directors  are  to  report  to  the  center  director  regularly.   Administra- 
tive matters  (including  budgeting  and  data  processing)  are  determined 
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by  the  central  office;  clerical  matters  are  left  to  the  satellites, 
which  still  must  operate  within  center  guidelines  and  policies. 

Most  respondents  were  uncertain  about  the  relationship  between 
this  center  and  the  MHAC.   One  respondent  stated  that  a  productive 
informal  relationship  exists  between  the  center  and  the  MHAC.   Another 
respondent  stated  that  the  council  causes  problems  and  that  their 
plan  is  inappropriate  and  impractical.   This  respondent  stated  that 
the  MHAC  should  become  more  aware  about  what  is  happening  at  the 
local  level.   No  use  is  made  of  the  MHAC  plan  at  this  center. 

Region  V 

Relationships  between  the  governing  board  and  the  Region  V  center 
are  considered  to  be  quite  poor.   Policies  in  this  region:   ...  "are 
set  by  trial  and  error.   It  depends  on  what's  involved  whether  the  board 
gets  (involved)."   The  board  determines  the  center's  budget,  priorities, 
approves  all  hiring,  and  reviews  anything  that  affects  the  center  as 
a  whole.   Center  staff  are  barred  from  board  meetings  as  a  board  policy. 

Policies  and  the  general  framework  for  satellite  and  center  opera- 
tions are  established  by  the  board.   Directors  of  the  satellites  are 
given  the  authority  and  responsibility  for  managing  only  the  daily 
activities  of  those  offices.   Most  respondents  indicated  that  the  satel- 
lites are  "kept  under  a  tight  rein."   Administrative,  fiscal,  political, 
and  public  relations  work  is  performed  by  the  central  administrative 
staff.   Satellites  have  been  instructed  to  focus  on  service  delivery 
issues. 

The  respondents  at  the  center  knew  little  about  the  MHAC.   One  re- 
spondent stated  that  the  relationship  is  "informal,  distant,  and  sporadic." 
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One  respondent  stated  that  he  uses  the  MHAC  plan  as  a  resource  docu- 
ment; the  remaining  respondents  knew  little  of  the  plan. 

•Advisory  boards  are  comprised  of  persons  appointed  by  governing 
board  members  in  all  regions.   Typically,  the  board  member  from  each 
county  approves  the  advisory  board  members  for  his  county.   In  most 
cases,  advisory  boards  were  perceived  as  providing  useful  local  input 
and  political  support,  and  serving  as  a  sounding  board  for  center 
ideas.   In  some  regions,  advisory  boards  have  the  reputation  of  try- 
ing to  exceed  the  bounds  of  their  authority.   The  respondents  added 
that  these  matters  have  been  resolved  satisfactorily.   In  one  region, 
the  advisory  boards  have  served  as  the  primary  ally  of  the  center  in 
its  interactions  with  the  governing  board. 

Department  of  Institutions 

Departmental  staff  members  were  asked  about  the  relationship  be- 
tween the  MHAC  and  the  department.   Although  there  is  no  formal  accoun- 
tability between  the  two  entities,  the  department  has  used  the  MHAC 
as  its  major  advisor  in  preparation  of  the  state  plan  and  in  considera- 
tion of  other  matters.   The  MHAC  also  has  made  recommendations  to  WSSH. 
The  MHAC  plan  also  is  used  as  a  resource  document  in  the  preparation 
of  department  policies,  standards  and  guidelines. 

Warm  Springs  State  Hospital 

Although  respondents  at  WSSH  had  varied  perceptions  of  the  MHAC, 
most  agreed  that  any  relationship  that  exists  is  quite  informal.   Several 
respondents  stated  that  the  council  provided  useful  information  and  could 
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be  helpful,  but  that  the  "politicians"  usually  ignored  them.  Some 
respondents  reported  that  they  use  the  MHAC  plan,  and  others  said 
that  they  do  not. 

Conclusion 

Operating  policies  of  all  the  mental  health  centers  must  receive 
approval  from  the  governing  board  before  they  are  implemented.   The 
centers  appear  to  vary  in  the  manner  in  which  those  policies  are  de- 
veloped, however.   Policy  development  reportedly  runs  the  gamut  from 
development  solely  by  the  board,  through  joint  board-staff  develop- 
ment, to  development  almost  exclusively  by  staff  with  board  approval. 
Relationships  between  boards  and  center  staff  also  vary.   Two  centers 
reportedly  encourage  communication  between  board  members  and  staff; 
two  centers  discourage  board-staff  contact. 

Management  of  satellite  offices  also  varies  to  some  degree.   All 
satellites  are  set  up  to  operate  within  the  framework  set  by  center 
policies.   The  latitude  given  the  satellites  within  this  framework 
varies  by  region.   Some  centers  allow  the  satellite  offices  considerable 
operational  discretion;  others  allow  very  little.   Some  centers  perform 
all  administrative  functions  for  satellites;  others  do  not.   In  all 
cases,  however,  good  communication  between  satellite  offices  and  the 
center  was  reportedly  given  high  priority. 

The  relationship  between  the  MHAC,  the  centers,  the  department  and 
WSSH,  is  interesting.   The  MHAC  is  the  only  citizens'  advisory  body 
in  the  state  concerned  with  mental  health  issues  from  a  statewide  per- 
spective.  It  is  appointed  by  the  Governor  and  is  advisory  to  him. 
Yet  the  relationship  between  this  body  and  the  groups  providing  mental 
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health  services  is,  at  best,  informal.   The  council  produces  an  annual 
plan  that  is  used  inconsistently  by  providers  of  mental  health  services. 
In  addition,  there  is  no  formal  direct  link  between  the  council  and 
the  mental  health  centers.   Both  groups  likely  would  benefit  from  a 
closer  working  relationship. 

•All  persons  interviewed  in  the  course  of  this  evaluation  were  asked 
to  identify  the  major  problems  they  perceive  in  the  state's  deinstitu- 
tionalization program  for  the  emotionally  disturbed.   They  also  were 
asked  to  suggest  solutions  to  those  problems. 

Mental  Health  Centers 

Mental  health  center  respondents  were  very  consistent  in  identifying 
the  major  problems  confronting  the  state's  deinstitutionalization  pro- 
grams.  Inadequacies  were  most  often  stressed  in  the  following  areas: 

.  Funding. 

.  Resources — staff,  facilities,  programs,  and  community 
service  alternatives. 

.  The  existence  of  economic  disincentives  for  continued 
deinstitutionalization.   The  centers  receive  no  ad- 
ditional funds  for  providing  services  to  clients 
recently  discharged  from  WSSH;  WSSH  "loses"  $9,000 
for  each  patient  discharged. 

.  Competition  among  the  centers  for  limited  resources 
and  a  lack  of  cohesiveness  among  those  centers. 

.  The  cost  of  delivering  social  services  to  widely 
dispersed  rural  populations. 

.  Poor  understanding  of  the  mental  health  area,  resulting 
in  inadequate  funding.   The  misunderstandings  include 
assumptions  that  community  programs  provide  a  "quick 
cure"  for  mental  problems,  that  community  programs 
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always  will  be  less  expensive  and  that  community  programs 
eliminate  the  need  for  institutional  care.   All  these 
assumptions  lead  decision-makers  to  assume  that  fewer 
funds  can  be  allocated  to  mental  health  programs. 

.  No  community  acceptance  and  support  of  local  programs 
and  clients. 

.  No  coordination  and  cooperation  with  other  community- 
based  human  service  agencies. 

.  No  cooperation  and  communication  with  the  judicial  sys- 
tem and  private  mental  health  practitioners;  this  has 
led  to  unnecessary  institutionalization. 

Mental  health  governing  board  members  were  asked  similar  questions. 

Their  perceptions  of  problems,  for  the  system  as  a  whole  and  their  mental 

health  centers,  were  almost  identical  to  those  of  the  mental  health 

center  respondents.   The  governing  board  members  suggested  the  following 

solutions: 

.  Provide  more  public  education,  including  educating  the 
legislature. 

.  Make  solid  decisions  about  whether  Montana  is  willing 
to  allocate  the  additional  funds  essential  to  provide 
adequate  mental  health  services. 

.  More  fully  develop  community  resources,  including  de- 
velopment of  community  infrastructures  ("natural 
community  support  system"). 

.  Develop  a  mental  health  advocacy  system. 

.  Provide  for  more  coordination  and  cooperation  among  state 
generic  service  programs. 

.  Examine  the  entire  health  care  and  human  service  system 
to  determine  how  to  better  integrate  mental  health  ser- 
vices. 


Department  of  Institutions 

Major  problems  identified  by  respondents  were: 

.  Insufficient  funding  and  community  resources,  including 
staff,  programs,  facilities,  and  educational  programs. 
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Department  of  Institutions  (continued) 

.  A  lack  of  specificity  in  the  definition  of  the  state's 
policy  and  programs  of  deinstitutionalization,  in- 
cluding definitions  of  the  concept  of  deinstitution- 
alization, the  structure  of  the  program,  responsibili- 
ties and  authorities  of  program  entities,  and  program 
goals  and  objectives. 

.  No  community  understanding  and  support  of  the  program. 

.  Inadequate  coordination,  planning,  and  management  within 
the  state's  programs. 


Departmental  respondents  suggested  that  these  problems  be  solved 
through: 

.  Provision  of  stronger,  "more  assertive"  management. 

.  Provision  of  more  funding  and  manpower  resources. 

.  Better  definition  of  the  mental  health  system  to  in- 
clude clearer  definition  of  roles  and  responsibilities. 

.  Developing  the  "natural"  community  support  system. 

Warm  Springs  State  Hospital 

Respondents  at  WSSH  were  quite  consistent  in  their  identification 

of  major  problems.   Those  problems  most  often  mentioned  were: 

.  Insufficient  resources,  including  funds,  personnel, 
and  service  programs. 

.  Inadequate  program  definition,  management,  and  plan- 
ning at  all  levels. 

.  Poor  community  awareness,  understanding,  and  support 
of  mental  health  programs. 

.  Fragmentation  in  the  mental  health  system. 


WSSH  respondents  suggested  the  following  solutions  to  these 
problems: 

.  Better  and  more  consistent  planning  and  management ,  to 
include  definition  of  the  program  and  the  development 
of  uniform  systems  to  sustain  it. 
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WSSH  (continued) 

.  Better  coordination  of  existing  services  and  resources, 
leading  to  the  development  of  a  coherent  mental  health 
system  that  can  provide  a  continuum  of  care. 

.  More  community  education  and  public  relations. 

.  Changing  the  function  of  WSSH  to  make  it  a  more  sophis- 
ticated mental  health  treatment  facility. 


Conclusion 

All  categories  of  respondent  were  consistent  in  their  identifica- 
tion of  major  problems  confronting  Montana's  deinstitutionalization 
program  for  the  emotionally  disturbed.   Several  of  those  problems  can 
be  resolved  through  management  decisions  to  do  so.   Better  program 
definition,  improved  coordination  and  cooperation  among  government 
programs,  more  efficient  use  of  available  resources  and  expanded  com- 
munication and  public  education  are  within  the  reach  of  mental  health 
program  management.   Improvements  in  these  areas  may  lead  to  benefits 
in  other  problem  areas;  for  example,  increased  public  awareness  and 
support  and  increased  funding. 

MANAGEMENT  ISSUES 
•Mental  health  professionals  interviewed  at  all  levels  of  the  pro- 
gram mentioned  that  some  clients  require  institutionalization  before 
community  placement  and  that  some  WSSH  patients  are  not  ready  for  de- 
institutionalization.  A  question  was  asked  to  determine  whether  WSSH 
or  mental  health  center  staff  have  developed  a  profile  of  persons  who 
are  not  likely  to  succeed  in  community  placements.   Such  a  profile 
should  be  very  useful  to  program  planners  and  to  service  delivery 
personnel  in  estimating  future  service  demands  and  in  designing  service 
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programs.   Respondents  also  were  asked  to  identify  the  criteria  used 
in  selecting  clients  for  deinstitutionalization,  their  source,  and 
to  comment  upon  their  uniformity,  statewide. 

Mental  Health  Centers 
Region  I 

Respondents  at  the  Region  I  center  stated  that  a  profile  of  poten- 
tially successful  candidates  for  deinstitutionalization  had  not  been 
developed.   One  respondent  stated  that  all  clients  are  selected  on  a 
case-by-case  basis.   Criteria  used  in  selection  of  clients  related 
primarily  to  the  availability  of  appropriate  community  resources  and 
to  the  likelihood  that  the  community  would  accept  the  client.   The 
severity  of  the  patient's  diagnosis  also  was  an  important  criterion. 
For  some  clients,  a  behavioral  rating  scale  was  used  in  the  screening 
process.   That  scale  was  developed  by  the  center  staff,  which  drew 
upon  various  professional  references.   The  criteria  used  in  client 
selection  were  uniform  throughout  the  region,  but  their  use  was  tem- 
pered by  the  nature  of  the  placement  opportunity. 

Region  II 

No  description  or  profile  of  client  characteristics  has  been  de- 
veloped by  this  center  to  predict  successful  deinstitutionalization. 
One  respondent  stated  that  such  a  profile  would  be  very  difficult  to 
develop.   There  are  many  variables,  including  placement  characteristics, 
that  determine  successful  adaptation  to  the  community.   This  respondent 
stated  that  the  potential  client  and  the  placement  opportunity  must  be 
studied  together.   Criteria  used  in  client  selection  were  developed  by 
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the  center's  professional  staff.   These  criteria  are  informal  and 
unwritten.   They  include  consideration  of  the  compatibility  between 
the  client  and  the  placement  opportunity,  the  availability  of  com- 
munity resources  needed  by  the  client,  the  stability  of  the  client's 
mental  state  and  his  self-help  abilities,  the  client's  financial 
resources,  a  judgment  of  whether  the  client  will  benefit  from  the 
placement,  and  the  client's  desire  to  be  placed.   The  respondents 
either  doubted  or  were  uncertain  about  the  uniformity  of  these  crite- 
ria outside  their  region. 

Region  III 

One  respondent  stated  that  a  definition  of  clients  who  could  succeed 
in  community  placement  has  been  developed;  the  remainder  of  respondents 
stated  that  no  such  definition  exists.   One  respondent  indicated  that 
if  any  definition  exists,  it  is  for  those  who  cannot  adapt  to  community 
life.   He  stated  that  any  stabilized  acute  psychotic  client  could  adjust 
to  community  placement.   Criteria  used  in  selecting  clients  include  a 
review  of  the  stability  of  their  mental  status,  determination  that  they 
pose  no  danger  to  themselves  or  others,  their  financial  resources,  pos- 
session of  basic  self-help  skills,  the  availability  of  appropriate  ser- 
vices, the  client's  region  of  origin,  and  client  motivation.   These 
criteria  were  developed  by  the  center's  professional  staff,  based  upon 
their  experience.   The  respondents  were  uncertain  about  the  uniformity 
of  these  criteria  in  regions  other  than  their  own. 

Region  IV 

According  to  most  respondents,  this  center  has  not  formally  defined 
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the  type  of  client  who  is  most  apt  to  succeed  in  community  placement. 
Some  respondents  indicated  that  selection  criteria  are  applied  only 
to  candidates  for  admission  to  the  center's  transitional  living  fa- 
cility.  For  other  placements,  this  region  was  said  to  accept  any 
patient  adjudged  by  WSSH  to  be  ready  for  placement.   Selection  cri- 
teria mentioned  were  very  similar  to  those  of  other  centers — client 
mental  stability,  absence  of  maladaptive  behaviors,  possession  of 
self-help  skills,  the  existence  of  appropriate  services  if  placed, 
probability  that  the  client  will  benefit  from  the  placement,  and 
evidence  that  the  client  wishes  to  be  placed.   These  criteria  were 
developed  by  the  center's  professional  staff  in  cooperation  with 
the  WSSH  Region  IV  staff.   The  respondents  were  uncertain  about  the 
uniformity  of  these  criteria  statewide. 

Region  V 

No  formal  definition  of  acceptable  candidates  for  deinstitution- 
alization has  been  developed  by  this  center.   Any  definition  of  what 
constitutes  a  successful  placement  has  to  do  with  matching  a  client 
to  the  characteristics  of  available  placement  settings.   One  respon- 
dent mentioned  that  the  center  staff  and  the  WSSH  staff  have  disagreed 
about  the  characteristics  of  good  placement  candidates.   Criteria 
used  considered  client  diagnosis, . financial  resources,  availability 
of  appropriate  resources,  and  community  acceptance.   The  criteria 
were  developed  by  the  center  staff,  and  respondents  were  uncertain 
about  their  uniformity  statewide. 
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•In  the  course  of  the  interviews,  many  respondents  cautioned  that 
profiles  based  upon  diagnostic  categories  would  be  so  general  as  to 
be  useless.   They  suggested  that  any  useful  profile  must  contain 
operationalized  definitions  that  address  both  the  client  and  the  place- 
ment opportunity.   Until  this  is  done,  if  it  can  be  done,  placements 
will  continue  to  be  made  on  an  individual  case-by-case  basis. 

Department  of  Institutions 

Departmental  respondents  disagreed  about  the  existence  of  a  formal 
definition  of  good  candidates  for  deinstitutionalization.   Two  stated 
that  there  is  no  definition,  and  that  there  probably  cannot  be.   One 
was  concerned  that  any  definition  would  be  applied  too  inflexibly  if 
it  were  derived;  the  other  stated  that  any  definition  would  have  to 
be  written  by  exclusion.   The  other  two  respondents  stated  that  a  defi- 
nition does  exist.   One  alluded  to  the  WSSH  contract;  the  other  to 
variable  and  informal  regional  definitions.   The  respondents  also  had 
differing  perceptions  about  the  uniformity  of  regional  client  selection 
criteria — two  stated  that  these  criteria  are  uniform  and  two  stated 
that  they  are  not.   One  respondent  was  concerned  that  the  definitions 
of  selection  criteria  probably  are  inconsistent  within  and  between 
regions.   Criteria  identified  by  the  respondents  addressed  client  sta- 
bility, availability  of  appropriate  resources,  and  client  financial 
resources. 

Warm  Springs  State  Hospital 

Seven  WSSH  respondents  stated  that  optimal  candidates  for  deinsti- 
tutionalization have  been  defined;  seven  stated  that  they  have  not  been 
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defined.   Those  stating  that  a  definition  exists  referred  either  to 
the  enabling  legislation  mandating  treatment  in  the  least  restrictive 
environment,  or  to  the  characteristics  of  clients  who  can  adapt  to 
community  placement.   The  characteristics  mentioned  were  possession 
of  self-help  skills,  absence  of  destructive  behavior,  potential  for 
growth  in  a  less  restrictive  environment,  and  desire  to  leave  WSSH. 
Respondents  who  stated  that  optimal  candidates  have  not  been  defined 
indicated  that  placements  are  made  on  an  individual  basis  using 
clinical  judgment. 

Criteria  used  in  selection  of  clients  for  placement  were  similar 
to  those  in  use  at  the  mental  health  centers.   Added  to  that  list  of 
criteria  was  a  staff  conviction  that  the  client  no  longer  needs  or 
benefits  from  institutional  care.   Some  respondents  stated  that  these 
criteria  are  uniform  statewide.   Others  said  that  they  are  neither 
uniform  nor  consistently  applied. 

Conclusion 

No  formal  definition  of  emotionally  disturbed  clients  who  could 
be  considered  optimal  candidates  for  deinstitutionalization  has  been 
developed  by  the  mental  health  centers,  the  department,  or  WSSH.   Sev- 
eral respondents  questioned  the  wisdom  of  developing  such  a  definition. 
Other  respondents  doubted  that  a  useful  definition  of  that  sort  could 
be  developed.   The  variability  among  and  between  clients  and  placement 
opportunity,  and  the  general  nature  of  diagnostic  categories  were  ad- 
vanced as  factors  precluding  the  development  of  such  a  definition. 

All  respondents  mentioned  that  certain  selection  criteria  are  used 
in  identifying  clients  who  will  be  placed  in  the  community.   Nonetheless, 
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similar  selection  criteria  were  mentioned  by  respondents  at  all  mental 
health  centers,  the  department,  and  at  WSSH.   The  uniformity  may  or 
may  not  be  illusory.   It  is  possible  that  the  definition  and  inter- 
pretation of  these  criteria  may  vary  according  to  region.   Uniformity 
in  interpretation  and  application  of  these  criteria  should  be  pursued 
if  the  mandates  of  law  regarding  the  delivery  of  mental  health  services 
are  to  be  observed. 

0  State  funds  are  appropriated  to  the  department  for  allocation 
among  community  mental  health  centers.   The  department  is  the  body  of 
state  government  responsible  for  assuring  that  these  state  funds  are 
expended  appropriately.   The  department  recently  published  standards 
for  the  operation  of  community  mental  health  centers.   It  also  recently 
has  instituted  a  formal  system  to  evaluate  the  centers.   Copies  of  the 
standards  and  the  evaluation  system  may  be  obtained  from  the  depart- 
ment.  Administrative  personnel  at  the  centers  were  asked  their  opinions 
of  the  standards  and  the  evaluation  system.   All  respondents  stated 
that  the  standards  and  evaluations  seemed  fair  and  suitably  professional. 
Some  stated  that  the  evaluations  perhaps  focused  too  heavily  on  paper- 
work concerns  and  did  not  focus  directly  on  quality  of  care  issues. 
None  of  the  respondents  were  able  to  describe  a  more  suitable  approach 
to  assessment  of  quality  of  care,  however,  given  the  present  structure 
of  the  department  and  the  mental  health  programs.   Additional  comments 
on  the  quality  issue  are  presented  below. 
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Mental  Health  Centers 

(Region  I  omitted) 
Region  II 

The  department  ensures  that  contracted  services  are  delivered 
through  onsite  auditing  and  inspection  of  records.   Two  respondents 
questioned  whether  the  department  actually  assesses  the  quality  of  care 
in  any  direct  sense.   Three  respondents  stated  that  quality  issues 
should  be  reviewed  more  closely.   One  respondent  suggested  that  the 
best  way  to  ensure  quality  service  is  through  rigorous  application  of 
the  individual  treatment  plan  process. 

Region  III 

Several  respondents  stated  that  the  quality  of  care  issue  is  not 
addressed  directly.   This  regional  center  is  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals.   The  respondents  were  con- 
fident that  this  attests  to  the  quality  of  care  delivered  by  their 
center.   One  respondent  suggested  that  whatever  quality  assessment 
tool  is  used,  it  should  be  applied  uniformly  and  at  annual  rather  than 
more  frequent  intervals. 

Region  IV 

Respondents  at  this  center  discussed  an  internal  "quality  assurance 
team"  which  reviews  all  service  delivery.   The  center  also  maintains 
strict  standards  in  hiring  personnel  and  conducts  peer  review  operations. 

Region  V 

Respondents  at  this  center  doubted  that  the  state  evaluation  touches 
directly  on  quality  issues.   One  respondent  suggested  that  the  state  should 
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define  exactly  what  it  expects  in  the  quality  area,  and  then  consis- 
tently inform  the  centers  of  those  expectations. 

Department  of  Institutions 

Departmental  respondents  were  sensitive  to  the  difficulty  in 
assessing  the  quality  of  mental  health  services.   As  one  stated,  "I'm 
not  sure  that  we  do  (assess  quality) .   We  rely  on  professional  judg- 
ment and  ethics."   This  respondent  considered  a  decline  in  the  demand 
for  services  by  individual  patients  to  be  an  indication  of  quality. 
Specifically,  he  said:   (1)  A  clinician  benefits  a  patient  by  spending 
time  with  him,  and  (2)  a  decline  in  demand  implies  progress,  which 
in  turn  implies  quality.   This  is  admittedly  awkward  and  subjective." 

Conclusion 

The  department  assesses  contract  compliance  and  quality  of  care 
by  means  of  published  standards  and  a  published  formal  evaluation 
system.   The  current  standards  and  evaluation  system  were  instituted 
this  year.   Mental  health  center  respondents  have  judged  the  standards 
and  evaluation  systems  to  be  fair  and  competent.   Departmental  and 
center  respondents  discussed  the  difficulty  in  defining  and  assessing 
quality  of  care. 

•  Montana  statutes  indicate  that  the  state  is  to  provide  mental 
health  services  in  response  to  individual  client  needs.   In  order  for 
such  needs  to  be  met,  they  must  be  identified  and  their  definition 
must  be  kept  current.   Further,  if  state  funds  are  to  be  allocated 
appropriately  among  those  requesting  them,  the  needs  for  those  funds 
must  be  documented.   The  1976  Montana  State  Plan  for  Mental  Health 
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called  for  a  reevaluation  of  the  then  current  WSSH  population.   The 
1977  edition  of  that  plan  requested  an  inventory  of  the  number  of 
children  placed  out-of-state  for  delivery  of  necessary  services  and 
for  an  inventory  of  their  needs.   The  Department  of  Institutions  and 
Social  and  Rehabilitation  Services  and  the  Office  of  Superintendent 
of  Public  Instruction  were  charged  with  this  responsibility.   Two 
questions  to  this  effect  were  asked  of  department  staff.   WSSH  respon- 
dents also  were  asked  whether  the  patient  reevaluation  had  been 
completed  and  whether  those  evaluations  had  had  any  effect  on  WSSH 
operations. 

Department  personnel  indicated  that  patient  evaluations  had  been 
completed,  although  one  respondent  stated  that  the  evaluations  were 
not  thorough.   One  respondent  stated  that  a  new  intensive  treatment 
unit  has  been  developed  at  WSSH  as  a  result  of  the  evaluations.   This 
respondent  added  that  the  new  unit  will  generate  data  that  will  permit 
evaluation  of  treatment  methods,  which,  in  turn,  should  result  in  im- 
proved service  delivery  at  WSSH.   Departmental  respondents  indicated 
that  the  evaluation  of  the  mental  health  needs  of  Montana  children  had 
not  been  accomplished.   No  reasons  were  given. 

Many  WSSH  respondents  were  uncertain  about  whether  the  required 
patient  evaluation  had  been  completed,  although  most  stated  that  changes 
in  policies  and  procedures  at  WSSH  had  been  made.   These  changes  con- 
sisted of  a  change  in  treatment  goals  and  program  structure  toward  a 
stronger  focus  on  eventual  community  placement  for  most  patients.   Treat- 
ment methods  were  reported  to  have  shifted  toward  a  focus  on  functional 
skill  acquisition,  less  use  of  punitive  methods,  more  involvement  of 
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the  patient  and  more  emphasis  on  team  treatment.   Further,  more  posi- 
tive staff  attitudes  and  a  stronger  commitment  to  community  treatment 
were  reported.   The  respondents  were  uncertain  about  whether  these 
changes  were  attributable  to  the  patient  evaluations,  but  considered 
the  evaluations  to  be  at  least  part  of  the  reason  for  the  change. 

Conclusion 

WSSH  patient  reevaluations  were  completed  in  compliance  with  the 
1976  Montana  Mental  Health  Plan.   Changes  in  treatment  focus  and  methods 
and  in  program  structure  at  WSSH  also  have  occurred.   Some  respondents 
attributed  these  changes  to  the  patient  reevaluations,  at  least  in 
part.   The  evaluation  of  the  mental  health  needs  of  Montana  children 
had  not  been  completed.   No  reasons  for  this  omission  were  given. 

•  Initial  deinstitutionalization  of  emotionally  disturbed  persons 
at  WSSH  was  accomplished  through  contracts  with  the  mental  health  centers, 
Each  center  entered  into  contract  with  WSSH  (not  the  department)  to 
provide  services  to  persons  discharged  from  that  facility.   Client 
eligibility  for  services  under  that  contract,  known  as  the  WSSH  con- 
tract, was  determined  by  residence  at  WSSH  between  the  dates  of  July  1, 
1975,  and  June  30,  1977.   The  centers  were  reimbursed  initially  at  a 
flat  rate  per  client  and  later  on  a  cost  for  service  basis.   The  con- 
tract required  maintenance  of  financial  records  and  monthly  client 
screening  and  performance  evaluations.   The  contract  also  required  fiscal 
audits  and  allowed  for  adjustments  of  funds.   Departmental  personnel 
were  asked  how  the  WSSH  contract  was  implemented. 

The  departmental  respondents  stated  that  the  required  financial 
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records  and  evaluations  were  kept  but  could  provide  little  detailed  in- 
formation about  what  those  records  showed  or  what  was  measured.   The 
data  that  were  collected  were  used  in  developing  a  cost-per-service 
formula,  however.   The  required  audits  reportedly  indicated  that  the 
state  and  the  clients  "have  been  getting  pretty  good  service  for  the 
money  spent."   The  audits  were  used  to  monitor  the  mental  health  centers 
and  the  results  of  the  WSSH  contract.   In  addition,  the  audits  served 
as  the  basis  for  adjustment  of  contract  payments  and  for  establishing 
and  projecting  costs  per  services.   According  to  the  respondents, 
adjustments  in  reimbursements  to  the  centers  were  common  to  all  centers 
and  occurred  on  a  monthly  basis.   These  adjustments  were  made  for  a 
variety  of  reasons  and  were  based  upon  expenditure  data  reported  by 
the  centers. 

The  WSSH  contract  expired  July  1,  1977.   No  similar  replacement  con- 
tract has  been  substituted.   Instead,  the  department  contracts  with  the 
centers  for  the  delivery  of  the  mental  health  services  required  by  state 
and  federal  statute.   No  special  provision  is  made  for  services  delivered 
to  former  WSSH  patients. 

During  the  44th  session  of  the  legislature,  a  bill  was  passed  which 
required  close  monitoring  of  any  state  funds  allocated  to  a  nonstate 
agency.   Mental  health  centers  fall  within  the  category  of  nonstate 
agencies;  accordingly,  contracts  with  the  centers  were  subject  to  the 
provisions  of  that  bill.   The  bill,  House  Bill  No.  289,  mandated  the 
preparation  of  an  operational  plan  which  was  to  govern  the  allocation 
of  state  funds  to  nonstate  agencies.   The  plan  must  enumerate: 
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.  total  proposed  and  historic  costs 

.  number  of  clients  to  be  served 

.  a  provision  that  any  nongeneral  funds  available  be  spent 
prior  to  the  allocation  of  any  of  the  following  appro- 
priations 

.  the  nature  and  level  of  services  to  be  rendered 

.  measurable  performance  indicators 
Departmental  staff  were  asked  whether  the  requirements  of  the  law  had 
been  met  in  all  respects.   The  respondents  stated  that  the  requirements 
of  the  law  had  not  been  met.   According  to  the  respondents,  the  centers 
did  not  have  measurable  objectives,  "primarily  due  to  their  inability 
to  develop  them."   The  department  accepted  the  centers'  yearly  grant 
continuation  reports,  required  by  the  federal  government,  as  compliance 
with  the  Montana  statute.   This  was  done  to  reduce  duplication  of  effort. 
The  respondents  added  that  the  new  contracts  between  the  department 
and  the  centers  do  comply  with  the  law  in  all  respects. 

Conclusion 

The  monitoring  and  evaluation  provisions  of  the  WSSH  contract  were 
complied  with  while  that  contract  was  in  operation.   Adjustments  of  funds, 
as  allowed  by  the  contract,  were  frequent  and  common  to  all  centers. 
According  to  the  respondents,  such  adjustments  were  made  on  the  basis 
of  documented  cost  data  submitted  by  the  centers.   The  provisions  of 
House  Bill  289  were  not  met  in  the  past.   Departmental  respondents  stated 
that  the  new  contracts  between  the  department  and  the  centers  comply 
with  that  law  in  all  respects. 
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EVALUATION  ISSUES 

The  department's  system  of  overall  evaluation  of  the  mental  health 

centers  was  discussed  above,  as  was  the  matter  of  patient  evaluations 

at  WSSH.   Two  other  evaluation  items  were  addressed  in  the  course  of 

this  project:   (1)  the  number  of  persons  deinstitutionalized,  and  (2) 

the  issue  of  "shortcomings"  in  mental  health  programs,  as  discussed  in 

the  state  plan  for  mental  health. 

The  respondents  were  asked  to  discriminate  between  those  persons 

deinstitutionalized  under  the  WSSH  contract  and  others  released  from 

WSSH,  to  discuss  the  characteristics  of  those  clients,  and  to  discuss 

client  recidivism. 

Mental  Health  Centers 

Region  I 

According  to  the  respondents,  thirty-two  clients  were  placed  in 
Region  I  under  the  WSSH  contract.   An  additional  fifty  to  sixty  clients 
also  have  been  placed  who  were  not  eligible  for  services  under  the  WSSH 
contract.   One  respondent  added  that  initial  admissions  to  WSSH  also 
have  declined  substantially.   Recidivism  was  reported  to  be  very  low; 
only  one  WSSH  contract  client  has  returned  to  WSSH.   One  respondent 
stated  that  a  profile  of  successfully  placed  clients  could  be  developed, 
but  gave  no  further  details. 

Region  II 

Most  respondents  at  this  center  were  uncertain  about  how  many  per- 
sons had  been  placed  under  the  WSSH  contract.   One  respondent  stated 
that  sixty-two  patients  had  been  placed  under  the  contract  and  that  an 
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additional  120  to  130  clients  had  been  released  to  the  community. 
Although  some  respondents  stated  that  a  profile  of  successfully 
placed  clients  could  be  developed,  one  cautioned  that  it  would  be 
too  general  to  be  of  use.   This  respondent  added  that  the  referral 
data  often  were  not  very  reliable.   Recidivism  among  WSSH  contract 
clients  was  reported  to  be  very  low;  the  low  rate  was  attributed  to 
very  careful  client  screening  prior  to  placement.   Noncontract  clients 
were  reported  to  have  had  a  higher  recidivism  rate.   This  was  at- 
tributed to  their  younger  ages  and  generally  more  unstable  conditions. 

Region  III 

The  respondents  at  this  center  were  uncertain  about  the  number 
of  clients  placed  in  this  region.   Clients  placed  under  the  WSSH 
contract  were  said  to  number  between  70  and  80.   The  total  number  of 
clients  placed  was  variously  reported  to  be  between  150  and  259.   The 
respondents  stated  that  a  profile  of  clients  successfully  placed  could 
be  developed.   Three  respondents  added  that  diagnostic  information  in 
any  such  profile  must  be  supplemented  by  an  analysis  of  the  nature 
of  the  placement  and  the  type  of  care  delivered.   Recidivism  was  said 
to  be  about  five  percent  for  WSSH  contract  clients.   One  respondent 
stated  that  total  recidivism,  including  all  clients,  was  about  fifteen 
percent  of  all  former  WSSH  patients  over  a  two-year  period.   One 
respondent  added  that  recidivism  is  apt  to  increase  due  to  reductions 
in  funds,  staff  "burnout",  and  to  normal  staff  turnover. 

Region  IV 

Some  500  clients  were  discharged  to  this  center,  according  to  two 
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respondents.   Of  the  clients,  165  were  reportedly  served  under  the 
WSSH  contract.   Most  respondents  stated  that  a  profile  of  successful 
placements  could  be  developed;  many  doubted  the  usefulness  of  such  a 
profile,  however,  citing  variability  in  clients  and  placements,  the 
generality  of  diagnostic  information,  and  semantic  difficulties. 
Again,  recidivism  was  reported  to  be  much  lower  than  expected,  although 
few  respondents  could  provide  specific  and  consistent  figures.   Two 
respondents  stated  that  eight  percent  of  transitional  home  clients 
had  returned  to  WSSH. 

Region  V 

WSSH  contract  clients  received  by  this  center  were  reported  to 
number  between  35  and  40.   Other  clients  were  served  as  well,  although 
no  reference  was  made  to  their  number.   One  respondent  noted  that  at 
least  one-half  of  the  contract  clients  were  highly  functional  geriatrics, 
Most  respondents  stated  that  a  profile  of  successfully  placed  clients 
could  be  developed  but  had  not  been.   One  respondent  added  that  such 
a  profile  must  include  more  than  diagnostic  information  if  it  is  to 
be  useful.   The  respondents  agreed  that  recidivism  had  been  low;  only 
one  client  had  returned  to  WSSH.   Two  other  clients  were  deceased, 
one  by  suicide. 

Department  of  Institutions 

According  to  department  personnel,  273  clients  were  served  under 
the  WSSH  contract.   Nearly  600  additional  clients  were  released  from 
WSSH,  but  were  not  served  under  the  WSSH  contract.   The  respondents 
agreed  that  a  profile  of  successful  placements  could  be  developed 
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but  that  none  had  been.   One  respondent  questioned  the  validity  of  any 
such  profile,  adding  that  if  such  is  to  be  developed,  it  should  be  based 
upon  behavioral  data.   He  added  that  no  one  has  sufficient  data  to  de- 
velop a  behavioral  profile.   Recidivism  was  reported  to  be  very  low. 
One  respondent  predicted  a  rise  in  recidivism  rates  and  a  decrease  in 
deinstitutionalization  due  to  funding  cuts  and  disincentives  for  con- 
tinued community  placement  of  clients. 

Warm  Springs  State  Hospital 

Most  WSSH  respondents  could  provide  little  information  about  the 
numbers  of  former  patients  who  had  been  deinstitutionalized.   Their 
estimates  of  the  number  of  such  patients  varied  widely.   About  one-half 
of  the  respondents  stated  that  a  profile  of  successful  placements 
could  be  developed;  many  suggested  that  any  such  profile  must  include 
more  than  diagnostic  information  if  it  is  to  be  useful.   Three  respon- 
dents added  that  behavioral  data  would  be  most  useful  in  predicting 
successful  community  placement.   Recidivism  was  noted  to  be  lower  than 
expected. 

Conclusion 

According  to  department  sources,  273  clients  were  deinstitution- 
alized and  served  under  the  WSSH  contract.   In  addition,  approximately 
600  other  patients  were  released  to  the  community  setting,  although  they 
were  not  eligible  for  services  provided  under  the  WSSH  contract.  Generally, 
respondents  at  the  mental  health  centers  and  at  WSSH  did  not  know  how 
many  clients  had  been  served  under  the  WSSH  contract  or  had  been  released. 
The  respondents  stated  that  a  profile  of  successful  placements  could  be 
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developed.   They  added  that  such  a  profile  would  be  of  questionable 
utility  or  validity  unless  supplemented  by  information  beyond  diag- 
nostic data.   In  all  cases,  recidivism  was  reported  to  be  quite  low, 
and  lower  than  expected.   Several  respondents  noted  that  recidivism 
may  be  expected  to  increase,  given  recent  budget  cuts  and  the  ex- 
piration of  the  WSSH  contract. 

•"Shortcomings"  in  mental  health  services  have  been  discussed  in 
several  state  plans  for  mental  health.   If  such  shortcomings  are  to 
be  corrected,  and  resources  allocated  accordingly,  their  specific 
dimensions  must  be  known.   The  respondents  were  asked  what  those  short- 
comings might  be  and  whether  they  had  any  specific  quantifiable  in- 
formation regarding  them. 

Mental  Health  Centers 

Most  shortcomings  of  which  the  respondents  were  aware  were  iden- 
tified either  in  needs  assessments  or  in  the  course  of  the  department's 
evaluation  of  the  centers.   Many  respondents  indicated  that  definite 
data  to  this  effect  are  not  very  common.   Several  respondents  expressed 
their  perceptions  of  such  shortcomings.   These  included: 

.  a  lack  of  coordination  and  cooperation  among  human  service 
programs 

.  inadequate  children's  services 

.  no  continuity  of  care 

.  no  resources  for  service  alternatives 

.  inadequate  public  acceptance  of  the  mentally  ill 


11-116 


Department  of  Institutions 

Departmental  respondents  said  only  that  the  statement  about  short- 
comings was  based  upon  a  consultant  needs  assessment  and  that  the  1976 
plan  "is  so  far  out  of  date  that  I  wouldn't  worry  about  it." 

Warm  Springs  State  Hospital 

Most  WSSH  respondents  had  no  knowledge  about  possible  shortcomings 
in  mental  health  services  or  of  data  to  document  them. 

Conclusion 

Although  discussed  in  a  past  edition  of  the  State  Plan  for  Mental 
Health,  "shortcomings"  in  mental  health  services  remain  essentially 
undefined  and  undocumented.   Some  respondents  referred  to  program  de- 
ficiencies identified  by  the  state's  program  evaluation  process  and 
various  needs  assessments.   Most  respondents  were  unaware  of  such  de- 
ficiencies or  of  data  documenting  their  existence. 

METHODOLOGICAL  ISSUES 

The  process  of  deinstitutionalization  is  organizationally  complex. 
Regional  mental  health  centers,  which  exist  independently  of  the  depart- 
ment, arrange  to  receive  clients  from  WSSH.   The  state  hospital,  a  com- 
ponent of  the  department,  is  divided  into  a  number  of  units,  some  of 
which  are  organized  on  a  regional  basis  (i.e.,  serving  patients  from 
a  geographic  region  within  Montana)  and  some  of  which  are  not .   There  is 
no  organization  that  ties  all  five  regional  mental  health  centers  to- 
gether on  a  functional  basis.   Further,  there  apparently  is  no  firm 
requirement  that  nonregional  units  at  WSSH  funnel  their  patients  through 
a  regional  unit  before  they  are  released  to  the  community.   Respondents 
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were  asked  how  the  process  of  deinstitutionalization  is  accomplished. 

Mental  Health  Centers 

Region  I 

Respondents  at  this  center  indicated  that  the  center  staff  make 
the  final  decisions  about  whether  a  client  is  accepted  for  community 
placement.   Despite  this,  the  decision  usually  is  shared  equally  by 
the  center  and  WSSH  staff.   Initial  action  in  the  process  occurs  at 
WSSH,  where  potential  clients  are  identified.   Next,  (usually  at  three- 
month  intervals)  a  center  team  comprising  several  disciplines  visits 
WSSH,  evaluates  the  client,  and  develops  an  initial  Individual  Treat- 
ment Plan  (ITP)  for  the  client  in  cooperation  with  WSSH  staff.   The 
final  decision  to  accept  a  client  is  made  in  light  of  the  evaluation 
of  both  the  client  and  the  available  placement  opportunity. 

The  aftercare  coordinator  at  this  center  is  responsible  for  plan- 
ning client  placements.   This  responsibility  may  be  delegated  to  a 
case  manager  in  the  location  to  which  the  client  will  be  sent.   Place- 
ment was  said  to  require  constant  communication  with  WSSH  and  coordina- 
tion with  allied  and  generic  service  agencies.   One  respondent  stated 
that  coordination  at  the  local  level  has  been  very  productive  but  that 
it  has  been  very  difficult  at  the  state  level.   Client  follow-up  varies 
according  to  the  client's  needs  and  initiative.   Follow-up  contacts 
usually  are  frequent  in  the  early  stages  of  placement  and  then  are  re- 
duced when  possible.   The  respondents  indicated  that  placement  planning 
is  tailored  to  individual  client  needs. 

Region  II 

Client  selection  at  this  center  is  done  by  a  placement  committee 
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which  comprises  medical,  psychological,  and  administrative  staff.   This 
team  reviews  a  report  prepared  by  alternative  services,  which  is  respon- 
sible for  planning  client  placements.   The  alternative  services  staff 
conducts  placement  planning  as  a  team,  meeting  and  coordinating  its 
activities  with  WSSH  staff.   Final  decisions  to  accept  a  client  are 
made  only  after  he  has  been  evaluated  in  the  placement  setting. 

Planning  of  a  client  placement  is  done  as  a  team  effort,  with  each 
member  of  the  team  performing  a  special  task.   All  members  of  the  team 
become  involved  in  the  planning  process,  with  the  director  of  alterna- 
tive services  often  managing  the  overall  process.   A  great  deal  of 
coordination  with  community  generic  service  agencies  often  is  necessary. 
This  activity  involves  contacting  housing  resources,  day  activity  pro- 
grams, vocational  programs,  medical  personnel,  and  supportive  services. 
The  client's  family  also  may  be  contacted.   The  primary  focus  during 
the  process  is  placed  upon  whether  the  community  can  produce  the  kind 
of  care  required  by  the  client.   Client  follow-up  is  determined  by 
the  individual's  needs.   All  clients  receive  intensive  follow-up  upon 
placement  and  then  are  seen  less  often  as  their  needs  require. 

Region  III 

Client  placements  are  initiated  by  the  WSSH  regional  staff,  which 
identifies  the  candidate  for  placement.   The  final  decision  to  accept 
a  client  is  made  jointly  by  center  and  WSSH  staff.   According  to  the 
respondents,  the  appropriateness  of  available  community  resources  is 
of  prime  importance  in  reaching  the  decision  to  place  a  client. 

The  outreach  coordinator  at  the  center  is  the  person  responsible 
for  placement  planning.   A  case  manager  is  appointed  for  each  client 
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and  coordinates  the  activities  of  the  center  in  this  regard.   Coor- 
dinating activities  were  reported  to  be  extensive,  involving  con- 
tinued contacts  with  the  WSSH  unit  staff,  community  agencies,  the 
client's  family,  and  SRS  (for  financial  support).   All  aspects  of 
the  client's  needs  were  said  to  be  identified  in  the  process,  and 
steps  taken  to  meet  them.   Client  follow-up  was  reported  to  be  in- 
tensive upon  initial  placement,  and  later  reduced  in  response  to 
client  needs.   The  center  attempts  to  maintain  a  regular  three-month 
checkup  on  all  former  WSSH  clients. 

Region  IV 

Client  placement  in  this  center  is  initiated  by  the  WSSH  treat- 
ment team  and  completed  by  the  center's  staff.   Several  respondents 
indicated  that  WSSH  makes  the  final  decision  about  client  placements, 
and  that,  in  the  past,  the  center  has  been  required  to  accept  clients 
against  its  professional  judgment.   Other  respondents  stated  that  the 
decision  process  is  a  joint  one.   One  respondent  added  that  the  deci- 
sion depends  upon  the  nature  of  the  client's  commitment  to  WSSH,  citing 
court  commitments  as  an  example. 

Client  placement  planning  is  the  responsibility  of  the  aftercare 
staff.   Input  from  WSSH  staff  is  sought  in  the  process.    Coordination 
is  necessary  between  the  center  and  WSSH  staff,  community  service  agen- 
cies, voluntary  groups,  and  commercial  interests.   Client  follow-up  is 
determined  by  the  "primary  therapist"  to  whom  the  client  is  assigned, 
although  the  aftercare  staff  provides  the  follow-up  services.   Only 
those  clients  placed  in  nursing  homes  are  the  primary  responsibility 
of  the  aftercare  staff  at  this  center. 
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Region  V 

Client  placements  are  initiated  by  WSSH  in  its  identification  of 
placement  candidates.   Potential  clients  are  screened  by  both  WSSH 
and  center  staff.   One  respondent  indicated  that  WSSH  makes  the  final 
decision  about  placements;  two  stated  that  the  decisions  are  made 
jointly  by  WS£H  and  center  staff.   The  center  reportedly  also  uses 
the  advice  of  service  providers  and  iocal  professionals  in  reaching 
its  decisions  to  accept  clients. 

Client  placement  planning  is  the  responsibility  of  the  mental 
health  worker  staff.   The  process  is  conducted  in  cooperation  with 
WSSH  staff  and  the  client,  where  possible.   Coordination  with  generic 
services,  community  resources,  and  voluntary  groups  is  necessary  for 
most  placements.   One  respondent  noted  that  although  coordination 
with  generic  services  is  successful  at  the  local  level,  it  becomes 
"increasingly  frustrating  the  closer  one  gets  to  the  state  level." 
Follow-up  was  reported  to  depend  on  the  client's  needs.   One  respon- 
dent added  that  early  and  intensive  follow-up  often  reduced  the  need 
for  more  attention  later  in  the  placement. 

Department  of  Institutions 

Departmental  respondents  agreed  that  placements  are  initiated  by 
WSSH  and  completed  by  the  centers.   Client  selection  and  approval  were 
said  to  be  joint  decisions  of  WSSH  and  the  centers.   Placement  plan- 
ning was  said  to  be  the  responsibility  of  the  aftercare  departments 
of  all  centers,  although  initial  ITPs  are  prepared  at  WSSH.   Extensive 
coordination  between  WSSH  and  the  centers  was  considered  necessary. 
The  respondents  indicated  that  the  details  of  planning  vary  widely 
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among  the  centers  in  approach  and  content.   Follow-up  at  the  centers 
was  considered  "generally  good",  with  some  variability  among  the 
regions.   The  respondents  added  that  although  the  centers  are  in- 
formed of  all  discharges  from  WSSH,  they  are  not  encouraged  to  follow 
all  those  discharged.   Furthermore,  once  clients  have  left  WSSH,  no 
further  contact  is  maintained  by  WSSH. 

Warm  Springs  State  Hospital 

Selection  of  clients  for  placement  was  said  to  be  conducted  by 
the  treatment  team  within  each  unit.   These  teams  usually  comprise 
a  psychiatrist,  a  social  worker,  a  physician,  a  registered  nurse, 
and  one  representative  from  campus  activity  programs.   None  of  the 
respondents  discussed  any  details  of  the  selection  process;  one  said 
that  "the  patient  leaves  because  he  is  ready  to  liave."   Final  re- 
sponsibility for  client  selections  was  said  to  rest  with  the  director 
of  each  unit.   Many  respondents  noted  that  input  from  center  staff 
is  important;  some  added  that  the  centers  may  refuse  clients. 

Client  placement  planning  is  the  responsibility  of  each  regional 
unit.   In  some  units,  the  planning  was  reported  to  be  done  as  a  team 
effort,  with  the  social  worker  doing  the  writing  and  detail  work.   In 
other  units,  the  social  worker  reportedly  does  all  the  work,  subject 
to  the  approval  of  the  unit  or  treatment  team  director.   Some  respon- 
dents indicated  that  the  process  involves  coordination  within  the 
unit;  others  stated  that  the  process  is  quite  demanding  and  involves 
coordination  within  the  unit,  across  departments  at  WSSH,  with  thp 
center,  and  with  community  service  agencies.   Some  respondents  implied 
that  much  of  the  community  organization  work  that  precedes  a  placement 
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is  done  at  WSSH;  others  stated  that  placement  planning  is  done  in  co- 
operation with  center  staff. 

Conclusion 

The  deinstitutionalization  process  was  described  similarly  by  all 
respondents.   All  centers  have  delegated  the  responsibility  for  place- 
ment planning  to  the  aftercare  staff  (or  their  equivalent).   Some 
centers  reportedly  use  a  specialized  team  approach  in  selecting  clients 
and  planning  placements  and  others  delegate  the  work  more  narrowly. 
Respondents  at  three  centers  stated  that  it  is  the  center  that  decides 
whether  a  client  is  to  be  accepted.   Respondents  at  two  centers  sug- 
gested that  WSSH  decides  whether  the  centers  will  accept  a  placement. 
Most  respondents,  however,  agreed  that  such  decisions  most  often  are 
made  jointly  by  WSSH  and  the  centers.   Departmental  staff  stated  that 
the  details  of  client  selection  and  placement  planning  vary  by  region. 
The  results  of  the  interviews  suggest  that  this  is  true.   All  respon- 
dents suggested  that  coordination  of  activities  among  generic  services, 
the  client's  family,  and  community  support  groups  is  a  major  and  very 
important  part  of  the  planning  process.   Respondents  at  two  centers 
added  that,  although  coordination  of  effort  is  productive  at  the  local 
level,  it  becomes  more  difficult  as  one  ascends  the  bureaucratic  hier- 
archy. 

•  Preparation  of  Individual  Treatment  Plans  (ITPs)  for  each  client 
is  required  by  law  in  both  the  institutional  and  the  community  settings. 
Such  plans  are  to  outline  the  short,  intermediate,  and  long-range  goals 
for  the  client ,  the  methods  to  be  used  in  achieving  those  goals  and 
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objectives,  and  to  identify  the  persons  responsible  for  the  client. 
Respondents  were  asked  if  ITPs  had  been  completed  for  all  clients  and 
to  identify  the  process  by  which  they  are  prepared.   The  respondents 
also  were  asked  to  discuss  the  uses  to  which  the  ITPs  are  put  and 
their  uniformity  across  the  state. 

Mental  Health  Centers 

Region  I 

Initial  ITPs  are  developed  at  WSSH  and  then  modified  by  the  center 
staff  as  experience  with  the  client  dictates.   The  ITPs  contain  an 
assessment  of  client  status  and  needs,  statements  of  goals  and  objec- 
tives, and  an  identification  of  potential  treatment  for  the  client. 
Client  ITPs  are  reviewed  monthly.   In  addition,  the  center  conducts 
biweekly  peer  review  of  randomly  selected  client  files  and  plans.   The 
ITPs  are  used  as  a  general  guide  to  client  treatment,  and  to  keep  all 
responsible  staff  current  on  each  client's  status.   The  plans  were 
said  to  comply  with  all  pertinent  laws  and  regulations  and  have  been 
completed  for  every  client.   No  statements  regarding  statewide  unifor- 
mity of  ITPs  were  made. 

One  respondent  noted  that  ITP  requirements  are  needlessly  strict. 
He  also  stated  that  the  referral  data  contained  in  some  WSSH  plans  are 
inaccurate  medically  and  behaviorally ,  particularly  for  some  geriatric 
clients. 

Region  II 

Client  ITPs  are  prepared  upon  the  client's  entry  to  the  center. 
The  ITPs  are  reviewed  quarterly  in  the  first  year  of  treatment  and  at 
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six-month  intervals  thereafter.   The  plans  address  the  client's  status 
and  needs,  the  treatment  alternatives  available  to  him,  behavioral 
goals  and  objectives,  the  therapeutic  methods  to  be  used,  relevant 
historical  data,  and  statements  of  the  client's  progress.   The  plans 
are  used  as  a  tool  to  monitor  client  progress,  to  keep  the  staff 
current  on  each  client,  and  as  a  source  of  information  for  overall 
center  policy  changes,  needs  assessments,  and  evaluation.   Most  re- 
spondents stated  that  the  ITPs  comply  with  the  law;  two  were  uncertain. 
Plans  have  been  completed  for  all  clients. 

Some  respondents  discussed  problems  experienced  in  the  ITP  pro- 
cess.  Apparently,  no  state  or  center  criteria  or  guidelines  have 
been  written  that  address  the  preparation  of  ITPs.   One  respondent 
stated  that  there  is  no  consensus  of  what  an  ideal  ITP  is,  although 
there  is  agreement  on  its  essential  content .   Another  respondent  was 
concerned  that  ITPs  may  focus  too  narrowly  upon  short-term  client 
goals. 

Region  III 

Client  ITPs  are  prepared  during  the  first  week  of  his  admission 
to  the  center  and  are  reviewed  monthly.   More  detailed  review  and 
modification  was  said  to  occur  at  three-to  six-month  intervals.   The 
respondents  stated  that  this  center's  ITPs  comply  with  the  law  and 
are  uniform  within  the  region.   Several  respondents  doubted  that  ITPs 
are  uniform  statewide.   The  plans  set  behavioral  goals  and  objectives 
for  the  clients,  and  specify  the  treatment  approach  to  be  taken  with 
the  client.   Also  contained  are  relevant  historical  documents,  client 
assessments,  progress  notes,  and  materials  from  other  agencies  concerned 
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with  the  client.   The  staff  at  the  center  "regard  the  plans  as  contracts 
and  use  them  regularly"  as  references  and  treatment  guides.   Plans  have 
been  completed  for  all  clients.   One  respondent  noted  that  ITPs  for 
former  WSSH  clients  are  more  detailed  than  those  of  other  clients.   This 
was  attributed  to  time  and  work  pressures. 

One  respondent,  a  professional  consultant  to  the  center,  had  ad- 
ditional comments  about  ITPs.   These  were: 

.  ITPs  are  clinically  valuable.   They  encourage  definite 
consideration  of  the  client's  status  and  his  potential 
for  adjustment.   The  plans  focus  on  specific  and  mea- 
surable achievements. 

.  ITPs  must  be  kept  current. 

.  The  ITP  requirement  is  helpful  because  it  forces  service 
personnel  to  assume  a  long-term  focus  on  the  client's 
needs  rather  than  an  immediate  one. 

.  Good  ITPs  can  be  brief.   They  also  must  focus  on  program- 
matic, and  not  just  theoretical,  considerations. 

Region  IV 

Client  ITPs  are  prepared  upon  client  intake,  often  using  the  WSSH 
plan  as  the  baseline.   This  center's  ITPs  contain  a  reference  to  the 
client's  status,  other  qualifying  information,  client  goals  and  ob- 
jectives, treatment  methods,  deadlines,  and  they  also  specify  the 
responsible  therapist.   The  ITPs  are  not  uniform,  according  to  some 
respondents,  and  vary  according  to  the  needs  of  the  individual  client 
and  the  judgments  of  the  primary  therapist.   The  plans  are  used  as 
active  referents  in  planning,  implementing,  and  assessing  the  client's 
treatment.   A  quality  assurance  team   reviews  the  ITPs  and  is  now 
developing  standards  for  preparation  of  ITPs.   Plans  were  said  to 
comply  with  the  requirements  of  the  law  and  to  have  been  prepared  for 
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all  clients.   Although  most  respondents  appeared  supportive  of  the  ITP 
concept,  a  few  stated  that  some  plans  are  not  current,  that  they  are 
useful  only  as  general  guidelines,  and  that  some  service  personnel 
regard  them  as  a  useless  burden. 

Region  V 

Little  detail  was  given  concerning  the  preparation  of  ITPs  at 
this  center.   Plans  are  developed  by  individual  case  workers  or  thera- 
pists during  the  first  year  of  the  client's  placement.   Apparently 
the  ITPs  prepared  at  WSSH  are  used  extensively.   The  respondent  stated 
that  the  ITPs  comply  with  the  law  and  that  they  have  been  completed 
for  all  clients.   No  mention  was  made  of  plan  uniformity  or  review. 
The  IIPs  reportedly  are  used  in  making  client  placements,  in  deter- 
mining client  financial  eligibility,  and  as  reference  documents. 

Department  of  Institutions 

Departmental  respondents  stated  that  ITPs  are  prepared  at  all 
centers,  but  that  they  have  not  been  completed  for  all  clients.   One 
respondent  estimated  that  only  fifty  percent  of  all  clients  have  ITPs, 
although  all  new  clients  have  them.   The  respondents  doubted  that  the 
ITPs  were  uniform,  adding  that  the  department  has  supplied  no  uniform 
criteria  by  which  the  plans  can  be  assessed.   Plans  prepared  at  WSSH 
were  noted  to  vary  considerably.   The  plans  were  reported  to  contain 
diagnoses,  medical  regimens,  behavior  analyses,  and  treatment  recommen- 
dations.  They  are  used  as  general  guides  for  client  treatment,  ac- 
cording to  the  respondents.   All  plans  were  said  to  comply  with  relevant 
laws. 
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Warm  Springs  State  Hospital 

Client  ITPs  are  prepared  for  each  client  within  fifteen  days  of 
admission.   They  are  reviewed  at  various  intervals;  the  law  requires 
a  review  every  ninety  days.   Some  respondents  said  the  ITPs  are  uni- 
form; others  said  they  are  not.   The  plans  reportedly  comply  with 
law;  some  respondents  stated  that  they  are  designed  specifically  to 
meet  statutory  requirements.   The  plans  are  used  to  guide  treatment, 
to  keep  the  staff  current  on  the  client's  status,  to  monitor  client 
progress,  and  to  assess  treatment  methods.   Plans  have  been  completed 
for  all  clients,  and  were  said  to  contain  essentially  the  information 
discussed  above. 

A  few  respondents  mentioned  that  different  ITPs  are  prepared  for 
use  by  WSSH  and  for  use  by  the  centers.   The  plans  written  for  the 
centers  were  said  to  contain  more  social  and  historical  data  on  the 
clients.   Some  respondents  mentioned  that  there  has  been  some  re- 
sistance to  ITPs.   Others  stated  that  no  guidelines  have  been  devel- 
oped to  aid  the  preparation  of  ITPs.   Although  some  concern  was  voiced 
about  the  lack  of  uniformity  in  ITPs,  other  respondents  expressed 
fears  that  uniformity  in  ITP  preparation  would  detract  from  their  uti- 
lity. 

Conclusion 

Respondents  at  all  centers  indicated  that  ITPs  have  been  completed 
for  all  clients.   Departmental  respondents  stated  their  doubts  that  such 
plans  have  been  developed  for  all  clients.   Client  ITPs  reportedly  are 
put  to  similar  uses  by  all  centers,  and,  at  least  in  a  general  sense, 
contain  similar  information  at  all  centers.   Plan  review  intervals 
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reportedly  vary  by  center.   Respondents  also  doubted  that  ITPs  are 
uniform  statewide.   All  respondents  stated  that  ITPs  comply  with 
the  requirements  of  law. 

Respondents  at  all  centers,  WSSH ,  and  the  Department  indicated 
that  the  use  of  ITPs  has  been  resisted  by  some  personnel,  and  that 
compliance  with  those  plans  is  not  always  uniform.   Nonetheless,  all 
respondents  appeared  to  consider  ITPs  to  be  very  useful.   Many  respon- 
dents noted  that  no  criteria  or  guidelines  have  been  developed  to 
aid  in  preparation  of  ITPs,  despite  their  importance  in  laws  relating 
to  mental  health  service.   Departmental  respondents  corroborated  these 
statements.   Some  respondents  expressed  a  concern  about  the  lack  of 
uniformity  in  ITPs;  others  feared  that  uniformity  in  ITPs  would  detract 
from  their  utility. 

•  Therapeutic  and  fiscal  consideration  require  that  some  method  exist 
to  keep  track  of  clients  in  need  of  or  receiving  services.   It  is  pos- 
sible that  clients  who  are  in  need  of  mental  health  services  may  move 
from  one  region  to  another,  or  fail  to  keep  up  with  treatment  programs. 
Further,  a  continuous  documented  tally  of  clients  being  served,  accord- 
ing to  service,  would  appear  useful  for  accounting  purposes.   Respon- 
dents were  asked  to  describe  the  system  used  to  track  clients  and  to 
comment  on  its  nature,  uniformity,  and  the  person  responsible  for  it. 

Mental  Health  Centers 
Region  I 

Respondents  at  this  center  gave  various  answers,  ranging  from  an 
allusion  to  a  data  system  maintained  at  WSSH  to  a  discussion  of  a  personal 
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patient  tracking  system.   This  center  has  no  uniform  or  formal  client 
tracking  system.   Client  tracking  at  present  is  accomplished  through 
an  informal  network  among  the  centers. 

The  respondents  stated  that  client  tracking  depends  upon  the 
client's  permission  as  well  as  upon  a  system  to  do  so.   One  respondent 
added  that  there  may  be  no  need  to  track  a  given  client.   Although  a 
formal  tracking  system  could  be  developed,  according  to  the  respon- 
dents, "many  moral  and  ethical  questions"  must  be  resolved. 

Region  II 

Respondents  at  this  center  did  not  consistently  identify  a  formal 
tracking  system.   According  to  one  respondent ,  the  center  maintains 
a  client  numbering  system  which  it  uses  for  patient  tracking.   Using 
this  system,  client  numbers  and  records  are  transferred  as  necessary 
within  the  region,  but  not  between  regions.   In  addition,  informal 
arrangements  have  been  made  with  the  generic  services  to  accomplish 
client  tracking.  According  to  most  respondents,  the  center  adminis- 
trative staff  are  responsible  for  client  tracking.   Inter-regional 
tracking  is  done  informally,  only  with  the  client's  permission,  and 
only  as  necessary.   The  respondents  doubted  that  tracking  systems  are 
uniform  among  the  regions.   Only  former  WSSH  clients  are  followed, 
according  to  one  respondent. 

According  to  some  respondents,  this  center  is  developing  a  more 
formal,  computer-based  tracking  system.   One  respondent  added  that  a 
formal  tracking  system  is  necessary,  but  that  tracking  of  all  clients 
would  be  unethical. 
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Region  III 

Client  tracking  at  this  center  is  informal,  judging  from  the  respon- 
dents' comments.   Some  respondents  indicated  that  the  administrative  staff 
are  responsible  for  client  tracking;  others  stated  that  tracking  is  a 
responsibility  of  the  primary  therapist.   An  automated  data  system  is 
maintained  by  the  center;  some  data  from  the  system  may  be  used  in  client 
tracking  but  the  system  itself  cannot  fulfill  this  function.   References 
to  all  client  files  also  are  kept  on  a  cardex  file. 

One  respondent  stated  that  there  is  no  satisfactory  way  to  track 
clients  at  present;  patient  identification  numbers  were  said  to  be 
idiosyncratic  between  mental  health  regions,  and  client  permission  is 
required  in  any  case.   Issues  of  confidentiality  and  ethics  were  raised. 

Region  IV 

No  formal  system  to  track  clients  exists  at  this  center,  although 
one  respondent  stated  that  an  automated  tracking  system  is  being  devel- 
oped.  Client  records  are  maintained  in  a  manner  that  allows  the  clerical 
staff  to  notify  therapists  when  a  client  has  not  been  in  for  six  months. 
Otherwise,  client  tracking  is  done  on  an  individual,  as-needed  basis. 
One  respondent  stated  that  client  tracking  is  accomplished  through  con- 
tacts with  the  client  and  others  who  work  with  him.   Inter-regional 
tracking  is  done  on  an  informal  basis,  and  only  with  the  client's  per- 
mission.  A  "good  grapevine  system"  for  client  tracking  was  said  to 
exist  between  this  center  and  the  generic,  community,  and  voluntary 
service  providers. 

Respondents  at  this  center  also  raised  ethical  and  moral  issues 
concerning  client  tracking,  adding  that  consideration  of  these  matters 
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has  inhibited  the  development  of  a  tracking  system.   Other  respondents 
stated  that  clients  may  become  too  dependent  if  followed  too  closely, 
and  that  there  are  no  written  guidelines  pertaining  to  the  tracking 
issue.   One  respondent  added  that  the  ethical  dilemmas  posed  by  the 
tracking  issue  have  allowed  some  persons  to  avoid  their  responsibili- 
ties in  this  regard. 

Region  V 

Judging  from  the  responses,  patient  tracking  activities  at  this 
center  are  minimal  and  are  based  largely  upon  data  from  WSSH.   There 
is  no  formal  system  for  client  tracking;  this  activity  was  said  to  be 
dependent  upon  the  client's  wish  to  be  contacted.   Communications  con- 
cerning tracking  were  reported  to  be  of  a  "grapevine"  nature.   Respon- 
dents identified  the  department,  WSSH,  and  individual  case  workers  as 
the  parties  responsible  for  client  tracking. 

Department  of  Institutions 

Department  respondents  made  similar  statements  about  the  client 
tracking  issue.   Any  tracking  now  performed  was  said  to  be  based  upon 
the  billing  process  maintained  between  the  centers  and  the  department. 
The  department  was  reported  to  be  developing  a  client  tracking  system. 
Two  respondents  added  that  the  data  to  track  clients  probably  exist, 
but  a  system  to  use  them  does  not. 

Warm  Springs  State  Hospital 

Respondents  at  WSSH  stated  that  no  formal  client  tracking  system 
exists  beyond  WSSH  notification  of  the  centers  when  clients  are  released. 
They  added  that  there  has  been  no  pressure  to  develop  such  a  system. 
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Several  respondents  mentioned  that  a  useful  system  could  and  should 
be  developed. 

Conclusion 

No  formal  system  for  client  tracking  exists  within  Montana's 
mental  health  program.   Client  tracking  is  done  on  an  informal  "as- 
needed"  basis.   Many  respondents  consider  ethical  and  moral  issues 
possible  impediments  to  the  development  of  a  uniform  client  track- 
ing system.   Some  respondents  stated  that  a  tracking  system  could 
and  should  be  developed;  others  disagreed. 
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DISCUSSION 

The  intent  of  this  evaluation  was  to  describe  the  state's  de- 
institutionalization programs  and  to  identify  their  strengths  and 
weaknesses.   This  evaluation  did  not  address  the  relative  merits  of 
the  institutional  and  the  community  based  approaches  to  human  ser- 
vice delivery.   The  discussion  below  is  intended  to  identify  admin- 
istrative problems  that  reduce  the  efficiency  of  Montana's  dein- 
stitutionalization programs. 

A.   Program  for  the  Developmentally  Disabled. 

Montana's  program  of  deinstitutionalization  of  the  developmen- 
tally disabled  (DD)  is  structurally  and  conceptually  complex.   Struc- 
turally, the  DD  program  comprises  four  departments  of  state  government, 
a  state  advisory  council,  five  regional  advisory  councils,  a  state 
office,  five  regional  offices  and  more  than  forty  nonprofit  service 
organizations.   This  structure  is  further  complicated  by  the  assignment 
of  program  responsibilities  to  more  than  one  unit  within  at  least 
one  department.   Conceptual  complexity  is  evident  in  the  difficulty 
met  in  defining  specifically  what  the  program  is  to  accomplish.   Further 
complexity  is  noted  in  the  responsibilities  and  roles  available  to  the 
entities  involved  in  the  program. 

Structural  and  conceptual  simplicity  are  desirable  attributes  of 
any  program.   Unfortunately,  such  simplicity  may  be  difficult,  if  not 
impossible,  to  attain.   Good  management  practices  dictate  that  all 
involved  in  an  activity  understand  precisely  what  they  are  responsible 
for,  to  whom  they  are  accountable  and  exactly  what  is  to  be  accomplished. 
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The  legislation  that  created  the  DD  program  requires  some  redundancy 
in  that  program's  structure.   Further,  that  legislation  provides  only 
the  most  general  of  guidelines  for  determining  relative  responsibili- 
ties and  program  output  measures.   Given  the  mandated  structure  of 
the  DD  program,  it  is  incumbent  upon  those  responsible  for  it  to 
simplify  its  workings  as  much  as  possible.   Further,  given  the  diffi- 
culty in  identifying  the  desired  end  product  of  most  human  service 
programs,  those  responsible  for  the  DD  program  should  provide  some 
clear  and  useful  definitions  of  what  the  program  is  to  achieve.   Most 
of  the  questions  contained  in  the  interviews  focussed  upon  determin- 
ing the  existence  and  utility  of  documents,  policies  and  administra- 
tive arrangements  aimed  at  defining  the  DD  program  and  simplifying 
its  administration. 

The  results  confirming  Hypotheses  1  and  2  indicate  that  at  least 
two  vital  components  of  the  DD  program  (advisory  councils  and  program 
administrators)  remain  unclear  of  exactly  what  the  program  is  to  ac- 
complish.  They  also  remain  uncertain  of  state  policies  regarding 
deinstitutionalization.   One  role  of  the  advisory  councils  is  to  sug- 
gest program  direction,  to  advise  program  staff  of  program  needs,  and 
to  comment  upon  program  efficacy.   Administrators  are  paid  to  ensure 
tnat  program  ends  and  policies  are  achieved.   It  is  extremely  difficult 
for  these  groups  to  fulfill  their  responsibilities  in  a  relative  vacuum. 
If  the  program  is  to  be  implemented,  more  specific  information  must  be 
provided  to  supplement  the  enabling  legislation.   Further,  if  only  for 
the  sake  of  convenience,  that  information  should  be  contained  within 
a  single  source. 
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Recommendation  1:   A  single,  clearly  written  document  should  be  pre- 
pared that  specifies  the  long-range  goals  and 
objectives  of  Montana's  programs  of  deinstitution- 
alization.  This  document  also  should  specify 
the  policy  that  will  govern  the  achievement  of 
those  goals  and  objectives. 

Recommendation  2:   A  single,  clearly  written  document  should  be  pre- 
pared that  specifies  the  goals,  objectives  and 
responsibilities  of  the  Department  of  Social  and 
Rehabilitation  Services  as  it  relates  to  the 
state's  programs  for  DD  persons. 


During  their  interviews,  the  respondents  suggested  that  such  docu- 
ments are  necessary  and  further  suggested  their  content.  Their  sugges- 
tions were  as  follows: 

For  the  state's  deinstitutionalization  programs, 

-  an  identification  of  state  program  goals,  priorities  and 
direction; 

-  an  explanation  of  the  nature,  purpose  and  objectives  of 
deinstitutionalization; 

-  an  identification  of  the  levels  of  deinstitutionalization 
to  be  sought; 

-  an  identification  of  appropriate  programs; 

-  a  definition  of  the  roles  and  responsibilities  of  the 
various  parties  to  the  program;  and 

-  the  expected  final  status  and  function  of  the  state's  in- 
stitutions and  the  institutional  process. 

For  the  DDD  program, 

-  a  statement  of  program  philosophy  and  priorities; 

-  an  identification  of  existing  programs  and  resources; 

-  an  identification  of  those  eligible  for  the  program; 

-  a  definition  of  the  scope  of  the  program  regarding  clients, 
services  and  the  agencies  involved;  and 

-  a  definition  of  horizontal  and  vertical  program  respon- 
sibilities. 
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Confirmation  of  Hypotheses  3,  4  and  5  further  indicates  that  appro- 
priate supporting  documents  have  not  been  provided  to  the  persons  involved 
at  all  levels  of  the  DD  program.   Many  respondents  at  all  levels  of  the 
program  expressed  frustration  that  materials  defining  their  specific 
responsibilities  and  the  limits  of  their  authority  are  not  available. 
The  complicated  structure  and  conceptual  complexity  of  the  DD  program 
require  that  the  persons  responsible  for  the  program  be  given  some 
specific  context  within  which  to  operate.   Frustration  can  only  increase 
within  the  program  when  personnel  are  required  to  work  at  ill-defined 
tasks  toward  poorly  defined  or  misunderstood  goals.   This  is  particularly 
true  when  the  authority  structure  of  the  program  remains  unclear.   In 
this  situation  it  is  very  possible  for  those  at  various  levels  of  the 
program  to  define  their  own  limits  of  authority  and  their  own  responsi- 
bilities.  In  a  simple  program,  with  well-defined  end  products,  this 
may  not  pose  a  problem,  particularly  when  personnel  are  highly  motivated. 
In  the  case  of  the  DD  program,  given  the  high  motivation  of  its  personnel 
and  the  large  number  of  tasks  to  be  accomplished,  it  is  very  possible 
that  groups  will  define  authorities  and  responsibilities  for  themselves 
that  conflict  with  those  of  other  groups.   Given  this  circumstance, 
the  basis  for  intra-program  hostility  is  well  laid.   This  outcome  is 
not  improbable.   The  results  presented  under  Issues  6  and  7  above  indicate 
that  such  an  outcome  is  developing  now. 


Recommendation  3:   Those  in  charge  of  the  DD  program  should  develop  a 

written  document  which  clearly  defines  the  roles, 
responsibilities  and  limits  of  authority  of  all 
entities  within  the  DD  program.   Further,  the 
desired  end  products  of  the  program  should  be  de- 
fined and  responsibility  for  their  production 
clearly  assigned.   This  document  should  be  written 
with  input  from  all  parties  to  the  program. 
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Recommendation  4:   The  Department  of  SRS  should  develop  and  implement 

an  internal  management  plan  for  the  DD  program. 
This  plan  should  include  a  detailed  task  analysis 
of  the  DD  program  and  an  identification  of  depart- 
mental resources  available  to  it.   The  plan  then 
should  identify  the  most  efficient  means  of  apply- 
ing those  resources  to  the  task  and  specify  that 
those  means  will  be  followed.   Particular  attention 
should  be  focussed  on  providing  the  DD  program 
sufficient  resources  and  management  authority  to 
accomplish  its  task. 


The  DD  program  is  supported  by  state  and  federal  funds.   Public 
accountability  is  a  condition  of  the  use  of  such  funds.   That  account- 
ability includes  the  necessity  of  demonstrating  that  such  funds  are 
expended  appropriately  and  achieve  the  ends  for  which  they  were  intended. 
It  is  difficult  to  demonstrate  program  appropriateness  and  effective- 
ness in  complicated  organizations,  which  perform  complicated  tasks,  in 
the  absence  of  a  formal  system  to  do  so.   Yet  the  results  of  this  study 
indicate  that  no  such  system  exists.   Providers  reported  that  their 
program  content  never  has  been  evaluated  and  that  they  have  no  idea  how, 
when  and  by  whom  such  evaluations  are  to  be  done  (See  Results  -  Issue 
5) .   Respondents  in  all  categories  indicated  that  there  has  been  no 
clear  delegation  of  responsibility  for  program  evaluation  nor  have  evalu- 
ation systems,  standards,  procedures  and  policies  been  developed.   At 
present,  program  impact  on  clients  is  evaluated  variously  within  and 
between  regions.   Reportedly,  no  administrative  evaluations  have  been 
considered  (See  Results  -  Hypothesis  6) . 


Recommendation  5:   The  Department  of  SRS  should  develop  a  formal  evalu- 
ation system  to  monitor  the  administrative  and  content 
effectiveness  of  the  DD  program.   This  system  must 
specify  who  is  responsible  for  conducting  program 
evaluation,  the  intervals  at  which  evaluations  will 
be  conducted,  the  methods  that  will  be  used  and  the 
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Recommendation  5:   contingencies  that  will  be  attached  to  evaluation 
(continued)       results.   In  addition,  standards,  procedures  and 
guidelines  to  be  used  in  the  process  should  be 
defined  and  disseminated  to  all  involved  in  the 
DD  program.   If  evaluation  is  to  be  a  shared 
responsibility,  the  relative  authority  and  re- 
sponsibility of  each  party  must  be  clearly  de- 
lineated. 


The  deinstitutionalization  of  DD  clients  requires  cooperation  and 
coordination  of  effort  between  the  Departments  of  Institutions  and  SRS . 
Delivery  of  full  services  in  the  community  also  involves  the   Depart- 
ment of  Health  and  Environmental  Sciences  and  the  Office  of  Superinten- 
dent of  Public  Instruction.   Each  department  mentioned  has  a  different 
overall  mission  and  comprises  many  divisions  and  bureaus.   Coordination 
of  effort  between  these  organizations  could  be  facilitated  if  formal 
working  relationships  between  them  were  defined  and  documented.   The 
respondents  were  uncertain  whether  formal  policies  and  agreements  exist 
to  govern  the  working  relationships  between  these  departments.   Several 
respondents  stated  that  they  considered  the  working  relationships  be- 
tween SRS  and  Institutions  to  be  ineffective  (See  Results  -  Hypothesis  7) 


Recommendation  6:   Some  entity  within  the  Governor's  Office  should 

specifically  define  the  roles,  responsibilities 
and  authorities  of  the  executive  departments 
involved  in  the  DD  program,  and  develop  a  policy 
to  govern  their  implementation.   Further,  an 
arbitration  mechanism  for  resolution  of  conflict 
between  those  departments  should  be  established. 


The  legislation  which  created  the  state's  program  for  DD  persons 
mandated  the  delivery  of  appropriate  services  to  all  persons  who  meet 
the  definition  of  DD.   This  definition  includes  persons  who  are  afflicted 
with  epilepsy,  cerebral  palsy  and  autism,  as  well  as  those  who  are  men- 
tally retarded.   The  results  of  this  study  indicate  that  almost  all  those 
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served  by  the  DD  program  have  a  primary  diagnosis  of  mental  retardation, 
This  is  hardly  surprising  -  virtually  all  deinstitutionalized  DD  per- 
sons in  Montana  were  originally  diagnosed  as  mentally  retarded.   As  a 
consequence,  the  DD  program  and  community  services  were  designed  to 
meet  the  needs  of  former  Boulder  River  School  and  Hospital  residents. 
There  are  persons  in  Montana  who  are  not  mentally  retarded  but  who 
are  afflicted  with  other  developmental  disabilities.   Data  concerning 
their  numbers  and  specific  needs  are  based  upon  extrapolations  of 
national  figures  and  trends  and  not  on  Montana  studies,  however.   For 
that  matter,  there  appears  to  be  little  Montana-specific  information 
documenting  the  numbers  and  needs  of  mentally  retarded  persons.   Nei- 
ther, according  to  the  respondents,  are  there  systems  in  place  to 
develop  such  data  (See  Results  -  Issue  1) . 

An  effective  advocacy  system  for  the  mentally  retarded  has  de- 
veloped in  Montana.   Advocates  for  those  with  other  developmental  dis- 
abilities do  not  yet  appear  to  be  as  numerous  or  as  well  organized. 
Assuming  that  public  support  for  services  for  the  developmentally  dis- 
abled continues,  one  could  expect  to  see  more  effective  advocacy  for 
all  DD  persons.   In  light  of  the  legal  mandates  and  public  support 
for  DD  services,  it  would  be  well  for  those  in  the  program  to  plan 
the  delivery  of  appropriate  services  to  all  categories  of  DD.   Other- 
wise, the  state  may  be  caught  between  increased  demands  for  service 
and  an  inadequate  ability  to  deliver  them. 


Recommendation  7:   Those  responsible  for  planning  the  DD  program 

should  institute  an  assessment  to  estimate 
present  and  future  service  needs  for  all 
categories  of  DD  persons.   Further,  available 
program  resources  should  be  documented  and 
their  adequacy  for  all  categories  of  DD 
analyzed.   Where  documented  needs  and  docu- 
mented resources  do  not  coincide,  the 
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Recommendation  7:    disparity  should  be  defined  and  a  plan  developed 
(continued)       to  resolve  it. 


Existing  service  programs  for  DD  persons  appear  to  have  been  de- 
veloped by  several  entities.   Some  programs  reportedly  were  developed 
in-house  by  providers  and  others  by  providers,  program  personnel  and 
community  residents.   In  no  case  is  it  clear  that  service  programs 
have  been  developed  with  an  absence  of  input  from  many  of  the  parties 
involved  in  the  DD  program.   During  the  course  of  the  interviews, 
dissatisfaction  with  existing  programs  was  expressed  in  several  quar- 
ters.  At  the  same  time,  it  became  clear  that  standards,  guidelines, 
reference  materials  and  training  opportunities  relevant  to  program 
development  are  not  readily  available.   Respondents  in  all  categories 
indicated  a  need  for  such  materials  and  opportunities.   (See  Results  - 
Issue  2).   Until  such  resources  are  made  available,  particularly 
standards  for  program  development ,  criticism  of  available  programs 
is  unlikely  to  serve  any  useful  purpose. 


Recommendation  8:   Specific,  written,  minimum  standards  and  guide- 
lines and  statements  of  expectations  regarding 
program  development  should  be  developed  and 
adopted  by  the  DD  program.   It  is  important 
that  these  materials  be  considered  minimums 
and  that  they  not  be  used  to  thoroughly  cir- 
cumscribe the  development  of  DD  service  pro- 
grams.  One  strength  of  the  DD  program  is  its 
flexibility  in  approach  to  problem  solution. 
Too  much  flexibility,  however,  is  as  much  a 
problem  as  too  little.   Finally,  when  standards, 
guidelines,  procedures  and  the  like  have  been 
instituted,  uniform  training  programs  should 
be  implemented  to  facilitate  their  use. 


As  noted  in  the  Results  section,  various  groups  stated  that  persons 
providing  training  or  services  to  DD  clients  are  not  appropriately  trained 
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to  do  so.   Many  respondents  indicated  that  they,  their  colleagues  or 
their  employees  could  benefit  from  additional  training.   Inadequate 
training  of  program  personnel  should  be  an  item  of  great  concern  to 
those  responsible  for  the  DD  program.   State  and  federal  legislation, 
and  recent  court  decisions,  suggest  that  serious  sanctions  await  those 
who  provide  inadequate  or  inappropriate  services.   According  to  the 
respondents,  however,  no  state  standards  exist  by  which  a  person's 
adequacy  for  certain  tasks  within  the  program  may  be  judged.   Further, 
the  effectiveness  of  existing  training  programs  (one  of  which,  DDTI, 
has  been  terminated)  was  not  considered  very  highly  by  the  respon- 
dents (See  Results  -  Issue  3) .   As  is  the  case  with  program  develop- 
ment, however,  internecine  criticism  will  serve  no  useful  purpose  until 
standards  for  personnel  qualifications  and  training  exist. 


Recommendation  9:   Useful  descriptions  and  analyses  of  the  various 

tasks  involved  at  all  levels  of  the  DD  program 
should  be  developed.   Minimum  personnel  train- 
ing standards  should  be  derived  from  these 
analyses  and  should  be  implemented  for  all 
state  employees  involved  in  the  DD  program. 
Related  minimum  performance  standards  also 
should  be  adopted  by  the  state  to  govern  its 
contract  interactions  with  nonprofit  provider 
organizations.   Finally,  given  the  existence 
of  task  analyses  and  personnel  standards, 
specific  training  programs  should  be  developed 
to  prepare  personnel  for  those  tasks.   These 
programs  should  be  available  to  personnel  at 
all  levels  of  the  program. 


In  the  course  of  the  interviews,  the  respondents  identified  many 
similar  training  needs.   Those  persons  who  are  responsible  for  existing 
training  programs  or  who  may  be  responsible  for  new  programs  could  find 
the  respondents'  suggestions  useful.   They  were: 
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.  Training  in  behavior  analysis,  behavior  modification, 
programming,  data  collection  and  use  and  program 
evaluation  methods; 

.  Training  in  the  special  characteristics  and  needs  of 
DD  persons; 

.  Training  in  the  areas  of  program  administration  and 
management ; 

.  Training  in  human  sexuality  and  related  counseling 
skills;  and 

.  Training  in  the  details  of  state  program  expectancies 
and  guidelines,  including  program  roles  and  relation- 
ships and  program  concepts. 


The  primary  purpose  of  the  state's  deinstitutionalization  programs 
is  to  improve  the  quality  of  life  of  DD  persons,  by  providing  treatment 
and  services  that  are  designed  for  the  individual  and  delivered  in  the 
least  restrictive  appropriate  environment.   The  effects  of  deinstitu- 
tionalization upon  DD  clients  are  of  paramount  importance.   It  is  these 
effects  that  will  play  the  major  role  in  determining  whether  the  public 
continues  to  support  and  the  Legislature  continues  to  fund  the  commun- 
ity based  DD  programs.   Despite  the  importance  of  such  effects,  the 
results  indicate  that  there  has  been  no  formal,  coherent  attempt  made 
to  substantiate  their  existence.   Only  one  mechanism  within  the  exist- 
ing program  can  fulfill  a  part  of  this  function  -  the  IHP .   The  IHP, 
however,  is  designed  to  assure  only  that  the  client's  program  is  suited 
to  his  needs,  that  the  method  of  treatment  is  appropriate  and  that  the 
client  shows  some  progress.   There  is  no  system,  at  present,  to  sum- 
marize data  contained  within  the  IHPs  and  to  develop  a  systematic  jus- 
tification of  deinstitutionalization  based  upon  its  benefits.   Given 
the  competition  for  public  funds,  those  responsible  for  this  program 
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can  ill  afford  to  rely  upon  subjective  statements  that  the  program  is 
achieving  its  purpose.   They  must  demonstrate  that  this  is  the  case. 
Information  presented  in  other  volumes  of  this  report  indicate  that 
the  deinstitutionalization  program  is  providing  at  least  as  effective 
treatment  to  DD  persons  as  the  institutional  programs  provide,  and 
at  less  cost.   These  reports  were  not  developed  by  the  DD  program, 
however. 


Recommendation  10:   Those  responsible  for  the  DD  program  should 

clearly  define  the  desired  and  expected 
results  of  the  program  and  develop  and  im- 
plement a  quantitative  system  to  demonstrate 
program  effectiveness.   When  this  system 
has  been  designed,  the  responsibility  for 
its  implementation  should  be  explicitly 
delegated  to  a  single  entity.   Finally,  all 
involved  in  the  DD  program  should  be  given 
a  thorough  understanding  of  that  system 
and  of  its  necessity.   These  activities 
should  be  given  a  very  high  priority. 


Respondents  in  all  categories  were  quite  consistent  in  their 
identification  of  major  problems  confronting  the  state's  deinstitu- 
tionalization program  for  DD  persons.   A  review  of  these  results 
(See  Results  -  Issue  7)  will  indicate  that  most  of  these  problems 
are  amenable  to  solution  through  good  management  activities.   Those 
results  provide  further  corroboration  of  all  the  Hypotheses  and 
Issues  discussed  in  this  report.   They  also  provide  management  some 
suggested  solutions  to  those  problems. 

Throughout  the  course  of  this  evaluation,  a  high  degree  of  moti- 
vation and  commitment  to  the  DD  program  was  displayed  by  virtually  all 
respondents.   All  had  given  a  great  deal  of  time  and  thought  to  the 
program.   A  high  degree  of  frustration  -  directed  toward  "the  system" 
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and  at  their  inability  to  be  sure  that  they  were  "doing  the  right  thing 
by  the  clients"  was  expressed  by  the  respondents.   Finally,  some  hard 
feelings  and  suspicion  were  directed  toward  each  group  involved  in  the 
DD  program,  by  members  of  other  groups. 

High  levels  of  motivation  and  commitment  are  very  valuable  attributes 
of  any  activity.   These  attributes  can  lead  to  high  levels  of  productiv- 
ity and  innovation.   With  them,  however,  comes  a  correspondingly  high 
need  for  reward  -  in  this  case,  for  conviction  that  the  effort  is  all 
worthwhile.   Without  this  reward,  those  involved  in  the  program  will 
"burn  out",  perhaps  irreversibly  so.   The  signs  of  that  burn  out  are  be- 
coming evident  now  -  staff  turnover,  hostility,  frustration  and  suspicion 
are  some  of  those  signs.   State  government  has  an  obligation  to  those 
of  its  citizens  who  have  worked  so  hard  to  make  this  program  a  success. 
That  obligation  is  to  provide  an  operational  system  that  will  maximize 
the  effect  of  its  participants'  efforts. 

In  responding  to  its  obligation,  state  government  should  be  aware 
of  the  high  degree  of  pride  that  local  people  have  toward  the  DD  program. 
It  also  should  recognize  that  most  program  participants  attribute  much 
of  their  success  to  the  "grassroots"  nature  of  the  program. 

Many  respondents  expressed  a  great  fear  that  any  additional  state 
involvement  in  the  DD  program  will  result  in  a  loss  of  local  input  and 
control  and  in  an  increase  in  bureaucratic  rigidity.   This  poses  a  dilemma. 
The  program  must  demonstrate  some  minimum  uniformity  and  accountability 
if  it  is  to  continue  to  receive  public  support  and  comply  with  the  re- 
quirements of  law.   The  program  also  must  become  somewhat  more  systematic 
in  its  approach  in  order  to  increase  its  efficiency,  particularly  in 
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Recommendation  11:   The  Department  of  Institutions  should  develop 

specific  statements  of  deinstitutionalization 
goals  and  objectives  for  state  programs  for 
ED  persons.   These  statements  should  be  writ- 
ten in  a  form  that  defines  expected  program 
output  and  permits  measurement  of  program 
success.   Future  contracts  with  the  regional 
mental  health  centers  should  require  a  min- 
imum compliance  with  these  goals  and  objec- 
tives.  Further,  specific  measureable  goals 
and  objectives  should  be  developed  for  WSSH 
and  should  comply  in  all  respects  with  those 
of  the  department . 


Successful  deinstitutionalization  of  ED  persons  requires  that  ade- 
quate and  appropriate  services  are  available  within  the  community  setting. 
Provision  of  a  full  range  of  any  form  of  human  service  is  difficult  in 
a  sparsely  populated  and  geographically  large  rural  state.   This  task 
becomes  even  more  difficult  in  the  case  of  more  specialized  programs 
like  mental  health  services.   Given  the  difficulty  of  this  task,  it  is 
unlikely  that  adequate  services  will  be  provided  on  an  informal  basis. 

There  appears  to  be  no  consistent,  coherent,  statewide  program  to 
develop  community  service  alternatives,  despite  their  critical  importance 
to  deinstitutionalization.   Departmental  respondents  stated  that  com- 
munity service  development  has  been  left  largely  to  the  discretion  of 
the  mental  health  centers.   At  the  same  time,  mental  health  center  re- 
spondents stated  their  fears  that  existing  services  may  have  to  be  cur- 
tailed, due  to  budget  cuts. 

The  receipt  of  federal  funds  in  support  of  mental  health  services 
is  contingent  upon  the  provision  of  basic  mental  health  services  out- 
lined in  federal  regulations.   These  regulations  could  be  regarded  as 
an  outline  for  a  community  service  development  program.   Further,  the 
experience  of  the  centers  in  providing  mental  health  services  could 
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provide  an  indication  of  Montana's  demand  for  specific  types  of  mental 
health  services.   Unfortunately,  neither  option  seems  to  have  been 
pursued.   The  respondents  stated  that  no  uniform,  systematic  approach 
has  been  taken  to  document  local  demand  for  mental  health  services. 

The  community  mental  health  programs  are  not  self-supporting  and 
rely  upon  a  mix  of  federal,  state  and  local  funds.   Identification  of 
the  costs  of  such  programs  is  essential  to  local  and  state  program 
planners.   Funds  cannot  (and  will  not)  be  appropriated  effectively  if 
no  documentation  of  the  need  for  them  is  available.   According  to  the 
respondents,  there  has  been  no  uniform,  systematic  attempt  to  develop 
community  service  cost  estimates  within  the  mental  health  system.   The 
department  reportedly  considers  this  activity  to  be  a  responsibility 
of  the  centers  and  has  left  the  matter  to  their  discretion  and  initiative. 
Reportedly,  only  two  centers  are  developing  a  system  capable  of  provid- 
ing such  estimates. 

It  is  recognized  that  Montana  may  be  unable  to  finance  full  devel- 
opment of  all  desirable  community  mental  health  services.   It  is  suggested, 
however,  that  it  will  be  difficult  to  acquire  funds  for  even  a  partial 
range  of  services  unless  the  demand  for  and  costs  of  those  services  can 
be  documented. 


Recommendation  12:   The  department  should  design  and  implement  a 

uniform,  statewide  system  to  document  exist- 
ing demands  for  mental  health  services  and  to 
estimate  future  demands  for  services.   This 
system  should  incorporate  clear  definitions 
of  services.   Training  in  the  use  of  the  sys- 
tem should  be  provided  to  all  mental  health 
centers.   Compliance  with  the  system  should 
be  made  a  provision  of  the  department's  con- 
tracts with  the  centers.   It  is  further  rec- 
ommended that  the  department  seek  center  input 
in  developing  this  system. 
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Recommendation  13: 


The  department  should  design  and  implement  a 
uniform,  statewide  system  to  document  exist- 
ing costs  for  the  development  and  provision 
of  community  mental  health  services.   This 
system  should  include  a  capability  for  de- 
veloping estimates  of  the  future  costs  of 
providing  services  in  response  to  projected 
demand.   Training  in  the  use  of  this  system 
should  be  provided  to  appropriate  personnel 
in  all  mental  health  centers.   Compliance 
with  this  system  should  be  made  a  provision 
of  the  department's  contracts  with  the  cen- 
ters.  It  is  further  recommended  that  the 
department  seek  the  assistance  of  the  cen- 
ters in  developing  this  system,  particularly 
that  of  the  centers  which  have  initiated 
development  of  their  own  cost  systems. 


Recommendation  14: 


The  department  should  plan  a  formal  program 
for  development  of  necessary  community  mental 
health  services.   This  program  should  be  based 
upon  the  output  of  the  state's  system  to  docu- 
ment and  estimate  Montana  demand  for  mental 
health  services.   Recognizing  that  implemen- 
tation of  such  a  program  is  contingent  upon 
Legislative  allocation  of  funds,  the  depart- 
ment should  build  a  detailed  case  in  support 
of  the  program.   This  presentation  should 
include  indications  of  why  certain  services 
are  necessary  and  estimates  of  their  cost  and 
anticipated  benefits.   The  costs  of  institu- 
tional alternatives  to  community  services 
also  should  be  specified. 


The  development  of  a  formal  admissions  policy  for  WSSH  is  implic- 
itly required  by  those  Montana  statutes  addressing  deinstitutionaliza- 
tion and  the  rights  of  emotionally  disturbed  persons.   An  informal  or 
inconsistent  admissions  policy  can  result  in  activities  which  are  in- 
compatible with  Montana's  statutory  commitment  to  mental  health  service 
delivery  in  the  least  restrictive  appropriate  environment.   Respondents 
at  all  mental  health  centers  discussed  problems  encountered  in  preventing 
unnecessary  institutionalization  of  emotionally  disturbed  persons.   One 
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such  problem  was  the  bypassing  of  center  services  and  screening  programs 
by  the  court  system  and  private  practitioners,  leading  to  direct,  and 
sometimes  unnecessary  admission  to  WSSH. 

No  formal  admissions  policy  has  been  instituted  at  WSSH.   A  draft 
admissions  policy  has  been  developed  recently  and  reportedly  is  being 
reviewed  by  WSSH  staff.   Although  a  formal  admissions  policy  at  WSSH 
cannot  prevent  all  inappropriate  institutionalization,  its  develop- 
ment, rigorous  application  and  statewide  dissemination  could  reduce 
the  number  of  inappropriate  admissions  initiated  by  the  courts  and  pri- 
vate practitioners.   Further,  such  a  policy  would  aid  in  the  establish- 
ment of  uniform  client  referral  practices,  statewide. 


Recommendation  15:   The  department  should  ensure  that  a  formal 

admissions  policy  is  developed  and  imple- 
mented at  WSSH.   That  policy  should  specify 
the  conditions  under  which  patients  will  be 
accepted  and  should  reflect  the  deinstitu- 
tionalization goals  and  objectives  of  WSSH 
and  the  department.   The  policy  also  should 
clearly  comply  with  all  requirements  of  the 
state's  commitment  law  regarding  emotion- 
ally disturbed  persons. 


The  interactions  between  the  mental  health  centers  and  their  govern- 
ing bodies  and  satellites  are  not  the  responsibility  of  state  government. 
Such  matters  can  be  of  concern  to  the  state  only  when  they  interfere  with 
the  delivery  of  contracted  mental  health  services.   Although  each  center 
appears  to  have  a  different  approach  to  administration  and  relationships 
with  governing  and  advisory  boards,  most  seem  to  be  working  constructively. 
One  center  reportedly  has  difficulty  with  its  governing  board.   Some 
respondents  at  this  center  indicated  that  service  delivery  may  be  impeded 
due  to  conflict  between  the  center  and  the  board.   The  department  may  wish 
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to  examine  the  relationship  between  that  center  and  its  governing  board, 
to  determine  whether  service  delivery  is,  in  fact,  being  hindered. 

The  Mental  Health  Advisory  Council  (MHAC)  is  the  only  citizens' 
advisory  body  in  Montana  that  is  concerned  with  mental  health  issues 
from  a  statewide  perspective.   The  focus  of  that  council  includes  all 
entities  responsible  for  the  delivery  of  mental  health  services  in  the 
state.   The  MHAC  is  appointed  by  the  Governor  and  is  advisory  to  him. 
It  also  prepares  an  annual  report  discussing  the  state's  needs  for  mental 
health  services,  available  mental  health  resources  and  the  delivery  of 
services.   Despite  the  MHAC's  position  and  its  focus,  it  has  no  direct 
relationship  with  the  department,  WSSH  or  the  mental  health  centers. 
Further,  the  MHAC  annual  report  is  used  inconsistently  by  the  providers 
of  mental  health  services.   Only  departmental  respondents  indicated 
that  the  MHAC  report  is  used  consistently  by  them.   Many  respondents 
suggested  that  both  the  centers  and  the  MHAC  would  benefit  from  a  closer 
relationship  -  the  centers  from  exposure  to  different  ideas  and  perspec- 
tives, the  MHAC  from  a  better  understanding  of  the  mental  health  service 
delivery  system. 


Recommendation  16:   The  MHAC  and  the  Governor's  Office  should 

review  the  mission  of  the  MHAC  and  its 
relationship  to  the  mental  health  service 
delivery  system.   In  the  course  of  that 
review,  the  possibility  of  a  closer  re- 
lationship with  the  components  of  the 
mental  health  service  delivery  system 
should  be  considered.   Further,  the  func- 
tion and  effect  of  the  MHAC  annual  report 
should  be  reviewed  -  if  the  report  is  to  be 
written  some  specific  use  for  it  should  be 
found. 
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The  mental  health  delivery  system  has  been  providing  services  to 
persons  deinstitutionalized  under  the  WSSH  contract  for  over  two  years. 
In  addition,  many  other  former  WSSH  patients  have  been  released  to  the 
community  setting  over  a  period  of  many  years.   A  profile  of  clients 
who  have  succeeded  in  community  placements  could  prove  useful  to  therapists 
and  to  program  planners.   Therapists  would  have  a  reference  to  client 
characteristics  that  coincide  with  community  adjustment;  program  plan- 
ners would  have  a  reference  to  the  type  of  services  that  strengthen 
and  maintain  those  characteristics.   The  results  indicate  that  no  such 
profile  has  been  developed.   Further,  the  respondents  indicated  that  a 
useful  profile  will  be  extremely  difficult,  if  not  impossible  to  develop. 
The  variability  among  and  between  clients  and  placement  opportunities 
and  the  general  nature  of  diagnostic  categories  were  advanced  as  factors 
precluding  the  development  of  such  a  definition. 

Mental  health  center  and  WSSH  staff  alluded  to  selection  criteria 
that  are  used  in  screening  clients  prior  to  placement.   If  these  criteria 
have  been  shown  to  be  reliable  correlates  of  successful  client  placement, 
then  a  profile  of  client  and  placement  characteristics  probably  can  be 
developed.   Some  respondents  cautioned  that  if  any  such  profile  is  to  be 
developed  it  must  contain  more  than  purely  clinical,  diagnostic  informa- 
tion.  One  respondent  noted  that  behavioral  data  are  essential  to  any 
such  profile;  another  stated  that  behaviors  and  characteristics  that 
are  incompatible  with  successful  placement  can  be  specified. 

If  the  deinstitutionalization  program  is  to  be  carefully  planned, 
then  some  means  of  determining  the  number  and  identities  of  WSSH  patients 
who  can  be  placed  in  the  community  must  be  developed.   Further,  some 
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description  of  the  characteristics  of  placement  opportunities  that  can 
sustain  those  patients  is  necessary.   Finally,  descriptions  of  disorders 
that  require  short-term  institutionalization,  followed  by  community 
placement,  and  of  those  disorders  that  can  be  dealt  with  in  the  com- 
munity are  necessary  if  adequate  programs  and  resources  are  to  be  pro- 
vided when  they  are  needed. 


Recommendation  17:  The  department,  in  cooperation  with  the  men- 
tal health  centers,  should  develop  a  profile 
of  client  and  placement  characteristics  that 
coincide  with  successful  community  adjust- 
ment. This  profile  should  be  developed  from 
a  careful  review  of  client  records  and  the 
professional  literature. 


Recommendation  18:   The  population  at  WSSH  should  be  reviewed, 

using  a  client-placement  profile,  and  likely 
candidates  for  community  placement  should  be 
identified.   Identification  of  placement  can- 
didates should  be  completed  well  in  advance 
of  their  discharge,  if  possible,  to  allow 
adequate  preparation  at  the  community  level. 


Evaluation  of  community  based  programs  is  essential  to  their  con- 
tinued receipt  of  public  funds.   The  department  has  developed  a  formal 
and  uniform  evaluation  system  and  standards  to  accomplish  that  purpose. 
The  system  and  the  standards  have  been  published  and  have  been  dis- 
tributed to  the  mental  health  centers.   These  documents  are  available 
for  public  review.   The  department  has  completed  one  evaluation  of  the 
centers  using  the  new  system.   Departmental  and  center  respondents 
report  their  satisfaction  with  it.   It  is  suggested  that  no  substantial 
change  be  made  in  that  system  until  some  experience  has  been  gained 
with  its  use  and  its  shortcomings.   At  the  same  time,  the  department 
should  monitor  the  results  of  the  evaluations  quite  closely  and  compare 
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them  to  other  more  informal  indices  of  program  success. 

The  difficulty  in  defining  and  measuring  the  quality  of  care  in 
mental  health  programs  was  discussed  by  many  respondents.   This  is  a 
difficult  issue  to  resolve.   Several  respondents  stated  that  one  is 
forced  to  rely  upon  assumptions  and  subjective  judgments.   Apparently, 
mental  health  professionals  are  unable  to  agree  upon  a  definition  of 
quality  of  care.   Despite  this  difficulty,  the  public  expects  to  re- 
ceive quality  services  in  return  for  their  tax  dollars.   Few  among 
the  public  are  sympathetic  to  esoteric  arguments  about  methods  and 
theories  of  mental  health  service  delivery.   It  would  be  well  for  the 
mental  health  delivery  system  to  agree  upon  defined  and  expected  end 
products  of  mental  health  services.   These  definitions  need  not  be 
theoretically  sophisticated;  they  need  only  indicate  to  the  public 
that  some  definite  result  of  service  delivery  exists.   Further,  the 
professionals  should  define  those  aspects  of  mental  health  service 
delivery  that  are  considered  unacceptable. 

Mental  health  services  for  children  are  in  short  supply  in  Montana. 
Several  respondents  expressed  their  concerns  that  appropriate  services 
for  children  are  not  available.   The  1977  edition  of  the  Montana  State 
Plan  for  Mental  Health  requested  an  inventory  of  the  number  and  needs 
of  children  who  had  to  seek  mental  health  services  in  other  states. 
The  Department  of  Institutions,  SRS  and  the  Office  of  the  Superintendent 
of  Public  Instruction  were  charged  with  this  responsibility.   At  the 
time  of  this  study,  no  definable  result  to  this  effect  had  been  achieved, 
according  to  departmental  respondents.   The  OBPP  initiated  meetings  to 
the  effect  in  September,  1977. 
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Recommendation  19:   The  Governor's  Office  should  inquire  of  the 

status  of  the  assessment  of  children's  needs 
for  mental  health  services.   Should  the  Gov- 
ernor's Office  decide  that  such  an  assessment 
is  necessary,  a  specific  deadline  for  its 
accomplishment  should  be  established  for 
the  executive  agencies  charged  with  that 
responsibility. 


A  bill  passed  during  the  44th  session  of  the  Montana  Legislature 
established  certain  conditions  under  which  state  funds  are  to  be  al- 
located to  "nonstate  agencies".   Mental  health  centers  fall  within 
the  category  of  nonstate  agencies;  accordingly,  contracts  with  the 
centers  are  subject  to  the  provisions  of  that  law.   According  to  de- 
partmental respondents,  the  requirements  of  that  law  have  not  been 
met  in  the  past.   Reportedly,  the  new  contracts  between  the  depart- 
ment and  the  centers  do  comply  with  the  law. 


Recommendation  20:   The  department  and  the  OBPP  should  monitor 

the  new  contracts  with  the  mental  health 
centers  to  insure  that  all  statutory  re- 
quirements concerning  the  allocation  of 
state  funds  to  nonstate  agencies  are  met. 
Should  the  new  contracts  not  meet  statu- 
tory requirements,  they  should  be  changed 
to  insure  full  compliance  with  the  law. 


The  results  indicate  that  deinstitutionalization  of  ED  persons  is 
accomplished  in  a  similar  fashion  at  all  mental  health  centers,  despite 
internal  management  differences  at  those  centers.   Those  results  also 
indicate  that  an  extensive  amount  of  coordination  is  necessary  in  plan- 
ning and  implementing  client  placements.   There  seem  to  have  been  no 
formal  arrangements  made  between  executive  departments  at  the  state 
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level  to  facilitate  this  process.   Several  respondents  noted  that  co- 
ordination with  generic  service  agencies  becomes  more  difficult  the 
closer  those  activities  get  to  the  state  level.   Further,  some  WSSH 
respondents  indicated  that  client  placements  may  be  made  from  special 
treatment  units,  without  the  involvement  of  the  WSSH  regional  units. 
Finally,  the  respondents  reported  that  no  guidelines  have  been  prepared 
by  the  state  regarding  the  client  placement  process. 

The  state  should  be  in  a  position  to  insure  that  deinstitution- 
alized ED  clients  receive  appropriate  services  regardless  of  the  region 
of  their  placement.   Departmental  respondents  stated  that  placement 
planning  varies  widely  between  the  centers.   Some  standards  should  be 
developed  to  guide  the  client  placement  process.   This  is  not  to  suggest 
that  the  client  placement  process  should  be  conducted  as  a  ritual  by 
all  centers  but  only  that  some  minimum  uniformity  attend  the  process. 
Center-to-center  flexibility  should  be  retained  to  allow  local  needs  to 
be  met  within  the  constraints  of  local  resources.   Finally,  interactions 
between  various  agencies  of  state  government  should  not  be  allowed  to 
impede  the  placement  process. 


Recommendation  21:   The  department  should  closely  examine  the  client 

placement  process  and,  in  cooperation  with  the 
mental  health  centers,  establish  minimum  stan- 
dards to  guide  that  process. 


Recommendation  22:   The  Departments  of  Institutions  and  SRS  should 

identify  those  of  their  programs  that  are  in- 
volved in  client  placement  and  the  delivery  of 
services  to  ED  clients.   Where  service  delivery 
and  placement  are  the  responsibility  of  more 
than  one  agency,  formal  working  relationships 
should  be  established  to  clarify  and  improve 
the  efficiency  of  their  interactions. 
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Individual  Treatment  Plans  (ITPs)  are  a  vital  component  of  the 
state's  deinstitutionalization  program  for  ED  persons.   The  ITP  is 
intended  as  a  check  against  client  "warehousing"  as  well  as  a  guide 
to  efficient  and  appropriate  delivery  of  services  to  individual 
clients.   The  ITPs  are  to  include  a  statement  of  the  client's  prob- 
lem; pose  short,  intermediate  and  long-range  goals  and  objectives; 
identify  appropriate  treatment  methods;  assess  client  progress;  and 
the  like.   Their  preparation  and  review  are  required  by  law.   Re- 
quired contents  of  such  plans  are  outlined  in  relevant  statutes  and 
addressed  more  specifically  in  the  department's  published  standards 
for  community  mental  health  centers. 

Despite  the  availability  of  information  regarding  the  preparation 
of  ITPs,  many  respondents  expressed  doubts  about  their  uniformity  and 
the  existence  of  standards  for  their  development.   Further,  according 
to  another  volume  of  this  evaluation,  ITPs  are  not  available  in  client 
files  at  some  placement  settings.   A  client's  ITP  can  serve  no  use- 
ful purpose  if  it  is  not  available  to  all  who  work  with  him. 


Recommendation  23:   The  department  should  take  steps  to  insure 

that  all  center  service  delivery  personnel 
are  familiar  with  state  standards  and  guide- 
lines concerning  the  preparation  and  use 
of  ITPs.   Further,  the  department  should 
insure  that  all  service  delivery  personnel 
have  ready  access  to  the  ITPs  of  all  clients 
in  their  charge. 


The  ability  to  keep  track  of  clients  would  appear  to  be  important 
for  both  therapeutic  and  fiscal  reasons.   It  is  possible  that  clients 
who  are  in  need  of  mental  health  services  may  move  from  one  region  to 
another  or  fail  to  keep  up  with  treatment  programs.   Further,  a  con- 
tinuous, documented  tally  of  clients  being  served,  by  service,  would 
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seem  useful  for  accounting  purposes,  particularly  if  that  system  were 
uniform,  statewide. 

Despite  the  apparent  benefit  of  such  a  system,  one   does  not  exist. 
Many  respondents  expressed  ethical  resistance  to  a  client  tracking 
system,  stating  that  all  clients  certainly  have  a  right  to  privacy. 
Further,  since  some  clients  seek  no  additional  mental  health  services 
upon  discharge  from  WSSH,  some  respondents  suggested  that  a  uniform 
system  would  be  impractical.   These  comments  possess  some  validity, 
particularly  the  concern  for  individual  privacy.   Still,  each  mental 
health  system  must  and  does  keep  track  of  its  clients  for  therapeutic 
and  accounting  purposes. 

A  uniform,  statewide  client  tracking  system  could  simplify  program 
management  and  planning.   It  also  could  help  insure  that  appropriate 
services  are  delivered  at  appropriate  times  within  and  between  mental 
health  regions.   Several  respondents  noted  that  clients  can  become 
"lost  in  the  shuffle".   The  development  of  a  statewide  client  tracking 
system  is  no  more  a  guarantee  of  violation  of  client  confidentiality 
than  is  the  current  system  of  maintaining  client  records. 


Recommendation  24:   The  department,  in  cooperation  with  the  mental 

health  centers,  should  develop  a  uniform,  auto- 
mated client  tracking  system.   This  system 
should  allow  appropriate  tracking  of  clients 
from  the  time  of  admission  to  WSSH,  or  a  center, 
until  termination  of  service  delivery.   The 
system  also  must  comply  in  all  respects  with 
constitutional  guarantees  of  the  right  to 
individual  privacy. 


Each  respondent  was  asked  to  identify  major  problems  confronting 
the  state's  program  for  ED  persons.   The  respondents  were  quite  consistent 
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in  their  identification  of  those  problems.   The  problems  most  often 
mentioned  had  to  do  with  a  lack  of  funding  and  program  resources,  a 
lack  of  specificity  in  various  aspects  of  the  program,  public  mis- 
understanding of  the  nature  of  mental  illness  and  the  mental  health 
services,  a  lack  of  community  service  alternatives,  a  lack  of  com- 
munity support,  and  fragmentation  within  the  system.   Also  mentioned 
was  the  economic  disincentive  that  now  attends  deinstitutionaliza- 
tion of  WSSH  patients. 

Many  of  the  major  problems  identified  by  the  respondents  have 
been  discussed  above.   Several  of  those  problems  can  be  resolved 
through  management  decisions  to  do  so.   The  solution  of  management 
problems  should  lead  to  more  efficient  use  of  available  resources 
and  an  increased  ability  to  convince  the  public  of  the  need  for  ad- 
ditional resources.   The  intent  of  the  recommendations  listed  above 
is  to  suggest  appropriate  activities  in  this  regard.   Many  of  these 
recommendations  suggest  the  development  of  uniform  definitions, 
standards,  procedures  and  systems  to  guide  the  delivery  of  mental 
health  services.   These  recommendations  are  not  intended  to  deprive 
the  mental  health  program  of  its  flexibility  or  of  its  "grassroots" 
nature.   They  are  intended  solely  to  improve  program  efficiency  by 
reducing  confusion,  redundancy  and  conflict. 

The  economic  disincentive  to  continued  deinstitutionalization 
has  not  been  discussed.   This  problem  was  raised  by  respondents  at 
all  levels  of  the  program.   The  budget  at  WSSH  is  reduced  by  $9,000 
for  each  client  discharged  from  that  institution.   At  the  same  time, 
the  mental  health  centers  receive  no  additional  funds  to  support 
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service  delivery  to  clients  recently  discharged  from  WSSH.  The  po- 
tential effect  of  this  situation  upon  continued  deinstitutionaliza- 
tion should  be  obvious. 


Recommendation  25:   The  department,  the  Office  of  Budget  and 

Program  Planning  and  representatives  of 
the  mental  health  centers  should  coopera- 
tively examine  the  impact  of  the  current 
funding  mechanism  for  mental  health  ser- 
vices upon  continued  deinstitutionaliza- 
tion of  ED  persons.   Should  the  current 
funding  mechanism  appear  to  negate  the 
state's  policy  regarding  deinstitution- 
alization, corrective  measures  should  be 
taken. 
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III.   DEINSTITUTIONALIZATION  IN  OTHER  STATES 


III.   DEINSTITUTIONALIZATION  IN  OTHER  STATES 

Introduction: 

Montana's  programs  of  deinstitutionalization  are  the  responsibility 
of  two  lead  agencies.   The  Department  of  Social  and  Rehabilitation  Services 
(SRS)  is  the  lead  agency  responsible  for  deinstitutionalization  programs 
for  the  developmentally  disabled  (DD) .   Although  primary  responsibility 
for  DD  programs  rests  with  SRS,  three  other  departments  -  Office  of  the 
Superintendent  of  Public  Instruction,  Department  of  Health  and  Environ- 
mental Sciences,  Department  of  Institutions  -  also  are  involved.   No  direct 
administrative  relationship  exists  among  those  departments.   Responsibil- 
ity for  deinstitutionalization  programs  for  the  emotionally  disturbed  (ED) 
is  vested  solely  within  the  Department  of  Institutions. 

Potential  weaknesses  can  be  seen  within  both  of  these  administrative 
structures.   First,  SRS  has  no  authority  over  the  other  departments  in- 
volved in  service  delivery  to  DD  persons ,  even  though  the  services  they 
provide  are  essential  to  successful  deinstitutionalization.   Second, 
although  the  Department  of  Institutions  has  sole  responsibility  for  de- 
institutionalization of  ED  persons,  community-placed  ED  clients  require 
services  provided  by  SRS  and  other  departments.   However,  no  formal  ad- 
ministrative structure  or  relationship  that  addresses  delivery  of  those 
services  to  deinstitutionalized  ED  clients  exist  between  those  depart- 
ments.  In  short,  there  are  no  formal  relationships  that  insure  coordin- 
ation between  these  agencies. 

Formal  deinstitutionalization  programs  are  relatively  new  in  the 
United  States.   Given  this  novelty,  it  is  likely  that  different  approaches 


toward  structuring  such  programs  have  been  taken  by  other  states.   The 
structures  chosen  by  others  may  provide  some  insights  to  Montanans  con- 
cerned with  deinstitutionalization.   For  this  reason,  a  survey  of  the 
other  49  states  was  conducted  to  identify  the  existence  of  deinstitution- 
alization programs  and  the  approach  taken  toward  administration  of  them. 
A  survey  schedule  was  developed  and  sent  to  the  Governor  of  each  state, 
with  a  cover  letter  from  Governor  Judge.   The  survey  form  (see  Appendix 
111:1)  focussed  on  determining  the  existence,  structure  and  administra- 
tive arrangement  of  service  and  deinstitutionalization  programs  for  DD 
and  ED  clients.   The  survey  was  kept  brief  to  maximize  the  rate  of  return, 
yet  of  sufficient  length  to  cover  points  of  information  valuable  to 
Montana.   One  question  requested  copies  of  enabling  legislation,  policies, 
statements  of  goals  and  objectives,  and  plans  for  each  state's  deinsti- 
tutionalization programs.   Returns  were  obtained  from  38  states  for  DD 
programs  and  37  states  for  ED  programs. 

State  Programs  for  the  Developmentally  Disabled 

The  information  obtained  from  the  survey  can  be  presented  in  tabular 

and  discussion  form.   The  numerical  results  of  Questions  2,  3,  4  and  7 

are  presented  in  Table  III-l.   Portions  of  these  questions  address  the 

following  issues: 

Question  2:   Is  the  responsibility  for  DD  programs  and  services 
exclusive  to  one  agency  or  shared  by  two  or  more 
agencies? 

Question  3:   Is  your  state  conducting  an  active  program  of  de- 
institutionalization for  DD  persons? 

Question  4:  Within  the  responsible  department (s) ,  is  the  re- 
sponsibility for  the  deinstitutionalization  pro- 
gram exclusive  or  shared? 
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Question  7:   Has  your  state  created  regional  DD  advisory 
councils? 

Inspection  of  Table  III-l  will  reveal  that  nine  of  the  states  re- 
sponding to  the  survey  have  vested  responsibility  for  DD  services  and 
programs  within  a  single  agency;  29  states  have  vested  the  responsi- 
bility within  two  or  more  agencies.   Of  the  38  states  responding  to 
the  survey,  all  but  one  have  instituted  active  programs  of  deinstitu- 
tionalization for  DD  persons.   Thirteen  of  the  states  responding  to 
the  survey  have  vested  responsibility  for  deinstitutionalization  of 
DD  persons  within  a  single  division  or  bureau;  in  25  states,  deinstitu- 
tionalization is  a  shared  responsibility  among  several  divisions/ 
bureaus.   A  minority  of  states,  11  of  38,  have  created  regional  DD 
advisory  councils.   (Table  III-l) 

In  summary,  the  vast  majority  of  states  have  split  the  responsi- 
bility for  the  provision  of  service  to  and  the  deinstitution  of  DD 
clients  among  two  or  more  agencies.   Less  than  one-third  of  the  states 
responding  to  the  survey  have  created  regional  DD  advisory  councils. 
Montana's  programs  for  DD  persons  appear  to  be  administratively  similar 
to  those  of  the  majority  of  the  other  states,  at  least  in  terms  of 
assignment  of  responsibility,  although  the  existence  of  regional  DD 
councils  in  Montana  is  paralleled  only  in  a  minority  of  the  states 
responding  to  the  survey.   A  more  detailed  examination  of  the  adminis- 
trative experiences  and  efficiency  of  DD  programs  which  differ  in 
assignment  of  responsibility  to  single  or  multiple  agencies  could  provide 
useful  information  to  program  managers  and  planners.   Similarly,  a  com- 
parative examination  of  similar  DD  programs  which  differ  only  in  the 
existence  of  regional  advisory  bodies  could  prove  interesting. 
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Table   111-1.  SUMMARY  SHEETS:     STATE   PROGRAMS  SURVEY 

Programs  for   Developmental   Disabilities  and   Deinstitutionalization 


Quest.  2 

Quest.  3 

Quest.  4 

Quest.   7 

Quest.  9 

STATE 

Excl. 

SR 

Yes 

No 

Excl. 

SR 

Yes 

No 

Yes 

No 

Alabama 

X 

X 

X 

X 

X 

Alaska 

X 

X 

X 

X 

X 

Arizona 

X 

X 

X 

X 

X 

Arkansas 

X 

X 

X 

X 

X 

California 

X 

X 

X 

X 

X 

Colorado 

Connecticut 

X 

X 

X 

X 

X 

Delaware 

X 

X 

X 

X 

X 

Florida 

X 

X 

X 

X 

X 

Georgia 

X 

X 

X 

X 

X 

Hawaii 

X 

X 

X 

X 

X 

Idaho 

X 

X 

X 

X 

X 

Illinois 

Indiana 

Iowa 

X 

X 

X 

X 

X 

Kansas 

X 

X 

X 

X 

X 

Kentucky 

X 

X 

X 

X 

X 

Louisiana 

Maine 

X 

X 

X 

X 

X 

Maryland 

X 

X 

X 

X 

Massachusetts 

X 

X 

X 

X 

X 

Michigan 

X 

X 

X 

X 

X 

Minnesota 

X 

X 

X 

X 

X 

Mississippi 

X 

X 

X 

X 

X 

Missouri 

X 

X 

X 

X 

X 

Montana 

Nebraska 

Nevada 

X 

X 

X 

X 

X 

New  Hampshire 

X 

X 

X 

X 

X 

New  Jersey 

New  Mexico 

X 

X 

X 

X 

X 

New  York 

X 

X 

X 

X 

X 

North  Carolina 

X 

X 

X 

X 

X 

North  Dakota 

X 

X 

X 

X 

X 
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Table    111-1.  SUMMARY  SHEETS:      STATE   PROGRAMS   SURVEY      (continued) 

Programs  for   Developmental   Disabilities  and   Deinstitutionalization 


Quest.  2 

Quest.   3 

Quest.  4 

Quest.  7 

Quest.   9 

STATE 

Excl. 

SR 

Yes 

No 

Excl. 

SR 

Yes 

No 

Yes 

No 

Ohio 

X 

X 

X 

X 

X 

Oklahoma 

X 

X 

X 

X 

X 

Oregon 

X 

X 

X 

X 

X 

Pennsylvania 

Rhode   Island 

X 

X 

X 

X 

X 

South  Carolina 

South  Dakota 

X 

X 

X 

X? 

X 

Tennessee 

X 

X 

X 

X 

X 

Texas 

Utah 

X 

X? 

X? 

X 

X 

Vermont 

Virginia 

X 

X 

X 

X 

X 

Washington 

West  Virginia 

X 

X 

X 

X 

X 

Wisconsin 

X 

X 

X 

X 

X 

Wyoming 

X 

X 

X 

X 

X 

TOTAL 

9 

29 

37 

1 

13 

25 

11 

27 

38 

0 

DNA=12 
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A  more  detailed  discussion  of  the  materials  received  in  the  course 
of  the  survey  follows.   The  information  presented  was  taken  from  the 
survey  forms  and  from  organizational  and  planning  materials  sent  by 
the  states. 


Alaska 


Alabama 


The  Division  of  Mental  Health  and  Developmental  Disabilities 
and  the  State  Planning  Council  on  Developmental  Disabilities 
Programs  are  the  lead  agencies/departments,  with  two  agencies 
sharing  the  responsibility  for  supplying  services,  for  the 
Department  of  Education  and  the  Department  of  Health  and 
Social  Services.   The  organizational  chart  shows  no  direct 
linkage  between  the  State  Planning  Council  and  the  Division 
of  Mental  Health  and  Developmental  Disabilities.   The  state 
plan  appears  to  indicate  an  overlapping  authority  structure 
between  and  within  these  agencies.   Most  deinstitutionaliza- 
tion service  is  provided  under  contracts  with  governmental 
and  nonprofit  organizations.   The  designated  lead  agencies 
are  responsible  for  administration  and  coordination.   Evalua- 
tion is  to  be  ongoing  with  methodologies  related  to  the  goals 
and  objectives  of  the  various  programs  and  services. 


Alabama  answered  with  a  combined  survey.   No  lead  agency  was 
designated.   Overall  responsibility  is  shared,  with  the  De- 
partment of  Mental  Health,  Division  of  Mental  Retardation 
acting  as  the  primary  agency.   The  approach  to  all  services 
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Alabama 
(continued) 


is  through  use  of  the  generic  services  of  the  various  depart- 
ments involved.   All  community  service  is  provided  through 
contracts  with  public  and/or  private  nonprofit  agencies.   The 
Developmental  Disabilities  Council  serves  a  planning  function 
and  is  authorized  for  decision  making  with  regard  to  that 
function.   No  state  plan  or  organizational  chart  was  received. 

Arizona 

Deinstitutionalization  is  a  shared  responsibility  within  the 
Department  of  Economic  Security  -  Special  Programs  Bureau 
and  Bureau  of  Mental  Retardation.   The  Special  Programs 
Bureau  is  responsible  for  planning  and  the  Bureau  of  Mental 
Retardation  is  responsible  for  implementation  of  services. 
Responsibility  for  the  programs  is  straightline  authority 
within  the  same  department.   However,  it  is  impossible  to 
determine  the  extent  of  communication  between  bureaus  from 
the  materials  provided.   The  DD  Advisory  Council  has  direct 
administrative  and  programmatic  responsibility  for  the  DD 
staff.   Evaluation  of  the  DD  program  is  listed  as  a  major 
goal,  with  the  means  of  evaluation  to  be  a  measurement  of 
client  progress  and  program  quality,  as  developed  by  an 
interagency  task  force. 

Arkansas 

The  Social  and  Rehabilitative  Services  Department,  Mental 
Retardation  -  Developmental  Disabilities  Division  initiates 
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Arkansas 
(continued) 

services  for  the  developmentally  disabled.   They  then  contract 

and  coordinate  with  other  departments  for  the  provision  of 

generic  services.   The  Developmental  Disabilities  Planning 

Council,  according  to  the  organizational  chart,  has  input 

into  the  Office  of  the  Commissioner  of  the  Mental  Retardation 

Developmental  Disabilities  Services.   No  method  of  evaluation 

was  outlined  in  the  materials  received. 

California 

The  Department  of  Health,  Treatment  Services  Division,  has  pri- 
mary responsibility  for  implementation  of  the  deinstitutionaliza- 
tion program.   The  departments  responsible  for  services  to  the 
developmentally  disabled  are  generic  and  multiple  in  number. 
The  lines  of  responsibility  seem  to  merge  and  cross  at  a  variety 
of  points.   The  objective  of  the  multiple  disciplines  is  to 
provide  a  continuum  of  normalization  services.   Area  boards  on 
developmental  disabilities  have  been  created  and  are  responsible 
for  advocacy,  coordination  and  planning.   The  State  DD  Council 
serves  a  fund  review  function.   Evaluation  of  the  program  is 
a  client-based  monitoring  system  that  specifically  assesses  the 
human  and  physical  environment,  the  nature  and  quality  of  pro- 
gram efforts,  and  client  outcomes. 

Colorado 

The  Department  of  Institutions,  Division  of  Developmental  Dis- 
abilities is  responsible  for  DD  persons  in  the  state.   It  has 
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Colorado 
(continued) 


not  been  designated  as  the  lead  agency  but  it  does  have  exclu- 
sive responsibility  for  the  deinstitutionalization  program. 
Other  DD  programs  and  services  are  a  shared  responsibility 
between  the  Division  for  Developmental  Disabilities  and  ge- 
neric service  agencies.   The  DD  Planning  Council  and  the 
Division  for  DD  have  a  contractual  relationship  at  the  present 
time.   The  Council  has  contracted  with  the  Division  to  develop 
a  five-year  plan.   No  documents  indicating  program  and  ad- 
ministrative policy  were  available  to  be  sent.   No  informa- 
tion on  evaluation  of  programs  was  available. 


Connecticut 


The  Department  of  Mental  Retardation  is  the  lead  agency  and 
has  exclusive  responsibility  for  the  deinstitutionalization 
program.   The  lead  agency  implements  and  administrates  the 
plan  for  the  deinstitutionalization  of  DD  clients.   The 
state  council  for  DD  serves  as  an  advocate;  establishes 
goals  and  objectives;  establishes  priorities;  and  monitors 
and  evaluates  the  implementation  of  the  goals  and  objectives 
of  the  State  Plan.   Generic  services  are  provided  by  addi- 
tional departments  under  the  direction  of  the  Department  of 
Mental  Retardation.   The  exclusive  designation  of  responsi- 
bility to  one  department  makes  the  line  of  authority  clear 
and  well-defined. 
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Delaware 

The  Division  of  Mental  Retardation  has  been  designated  the  lead 
agency  for  the  deinstitutionalization  program.   Developmental 
disabilities  programs  and  services  are  a  shared  responsibility 
among  five  or  more  departments  and  divisions.   The  shared  re- 
sponsibilities overlap  and  are  not  clearly  defined.   Respon- 
sibilities of  the  various  generic  service  agencies  are  defined 
in  the  state  plan  and  provision  is  made  for  revision  and  up- 
dating of  the  plan  at  least  once  a  year,  if  not  more  often.   A 
standing  evaluation  committee  of  the  Council  is  the  method  to 
be  used  in  assessing  the  effectiveness  and  accomplishments  of 
the  state  plan  in  meeting  the  needs  of  persons  with  develop- 
mental disabilities. 


Florida 


The  program  office  with  primary  responsibility  for  the  planning 
and  administration  of  programs  for  persons  with  developmental 
disabilities  is  the  Retardation  Program  Office,  of  the  Depart- 
ment of  Health  and  Rehabilitative  Services.   Other  program 
offices  within  the  department  also  provide  services  to  persons 
with  developmental  disabilities,  under  the  direction  of  the 
Retardation  Program  Office.   The  State  DD  Council  is  a  planning 
body  whose  staff  are  employees  of  the  Department  of  Health  and 
Rehabilitative  Services  -  Program  Development  Review  and  Evalua- 
tion Office.   They  are  functionally  responsible  to  the  Council 
and  administratively  responsible  to  DHRS-PDRE.   This  situation 
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Florida 
(continued) 


Georgia 


Hawaii 


could  be  difficult  as  the  area  of  authority  could  overlap  and 
cause  conflict.   The  effectiveness  of  the  state  plan  is  evalu- 
ated by  grant  review,  quarterly  program  performance  reports  and 
a  systematic  needs  assessment  program. 


Exclusive  responsibility  for  programs  and  services  to  DD  per- 
sons and  the  deinstitutionalization  program  rests  with  the 
Department  of  Human  Resources,  Division  of  Mental  Health  and 
Mental  Retardation.   This  results  in  concise  straightline 
authority  for  programs  and  services.   The  Division  directly 
administers  services  and  coordinates  with  and  monitors  the 
many  public  and  private,  state  and  local  agencies  who  provide 
services.   The  exclusive  responsibility  exercised  by  this 
division  assists  in  linking  interdependent  programs  into  an 
efficient  and  cohesive  system  of  care.   Evaluation  of  DD 
programs  and  services  is  not  addressed  in  the  materials  re- 
ceived. 


The  state  DD  programs  and  services  as  well  as  the  deinstitu- 
tionalization program  are  shared  responsibilities  within  the 
Department  of  Health.   This  should  provide  adequate  lines  of 
authority  within  the  department.   Little  or  no  information  was 
available  on  the  DD  Advisory  Councils.   No  information  on 
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evaluation  methods  or  procedures  was  sent.   The  plans  received 

dealt  only  with  individual  institutions  and  not  specifically 

with  the  structure  of  the  deinstitutionalization  program. 

Idaho 

Idaho's  DD  programs  and  services  are  administered  by  three 
divisions  and  bureaus  within  the  Department  of  Health  and 
Welfare,  which  is  the  designated  single  state  agency  for  the 
administration  of  the  DD  State  Plan.   The  DD  Advisory  Council 
is  involved  in  an  overall  view  and  statewide  planning  function 
with  all  agencies  who  serve  the  developmentally  disabled.   An 
evaluation  model  is  to  be  developed  through  staff  or  private 
consultants  and  used  to  evaluate  each  project  as  well  as  to 
identify  unmet  needs. 


Iowa 


Responsibility  for  the  administration  of  the  DD  programs  rests 
with  the  Office  of  Planning  and  Programming.   The  deinstitu- 
tionalization program  itself  is  not  formally  structured  at 
this  time.   The  administrative  relationship  between  the  state 
DD  council  and  the  state  DD  staff  is  strictly  a  planning  and 
advisory  capacity.   The  state  plan  itself  appears  to  be  clear 
and  well  written.   The  state  plan  formulates  a  process  to 
develop  procedures  for  at  least  an  annual  comprehensive  evalua- 
tion process,  using  either  a  committee  or  an  independent  con- 
sultant for,  review. 
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Kansas 

The  state  DD  program  is  a  shared  responsibility  within  the 
Department  of  Social  and  Rehabilitation  Services.   The  Divi- 
sion of  Mental  Health  and  Retardation  Services  is  the  lead 
agency  within  this  department  for  the  deinstitutionalization 
program.   There  is  a  simple  organizational  structure  which 
results  from  the  delegation  of  a  lead  agency.   The  Depart- 
ment of  Social  and  Rehabilitation  Services  assigns  respon- 
sibility and  coordinates  the  activities  of  all  groups  in- 
volved in  deinstitutionalization.   The  DD  Advisory  Council 
is  authorized  to  provide  administrative  support  to  the 
Department  of  Social  and  Rehabilitation  Services.   No 
methods  of  evaluation  were  outlined  in  the  materials  re- 
ceived. 

Kentucky 

The  organizational  structure  of  the  DD  programs  provides  for 
the  Department  for  Human  Resources,  Bureau  for  Health  Ser- 
vices to  act  as  the  lead  agency.   This  results  in  straight- 
line  authority  for  both  the  DD  programs  and  the  deinstitu- 
tionalization program.   The  Bureau  for  Health  Services  assigns 
the  State  DD  program  staff  to  the  State  Developmental  Disa- 
bilities Advisory  Council.   DD  funding  applications  are  re- 
viewed by  the  state  agency  and  the  state  advisory  council. 
A  state  plan  is  being  developed  and  still  is  in  the  last  stages 
of  completion. 
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Maine 

The  responsibility  for  the  administration  of  the  developmental 
disabilities  programs  has  been  assigned  by  statute  to  the 
Department  of  Mental  Health  and  Corrections  and  the  Bureau  of 
Mental  Retardation,  specifically.   Cooperation  of  various 
Bureaus  of  the  Department  of  Human  Service  is  also  required. 
The  organizational  structure  of  authority  is  clear  and  simple 
because  of  the  exclusive  responsibility  designation.   Evalua- 
tion of  program  quality  will  be  based  on  client  progress. 
This  will  be  ascertained  through  review  of  aggregate  rates  of 
client  progress.   The  state  council  has  significant  input  to 
the  state  administrative  agency  relative  to  supervision  and 
evaluation  of  the  DD  program  staff.   The  regional  advisory 
committees  review  proposals  for  funding  and  recommend  or  com- 
ment on  those  proposals,  as  well  as,  determine  service  pri- 
orities. 

Maryland 

The  organizational  structure  of  Maryland's  developmental  dis- 
abilities programs  and  services  is  based  on  separate  populations 
receiving  services  from  individual  departments  or  agencies.   The 
provision  of  services  is  a  shared  responsibility  with  no  umbrella 
or  lead  agency.   Coordination  of  programs  without  duplication 
of  services  appears  difficult  to  attain  without  a  designated 
agency  to  oversee  the  organization  of  programs.   The  patient 
populations  receive  services  for  their  problems  from  the  pertinent 
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Maryland 
(continued) 


disciplines.   All  departments  dealing  with  the  developmentally 
disabled  have  deinstitutionalization  as  an  active  program  goal. 
The  State  Planning  and  Advisory  Council  is  responsible  for 
obtaining  evaluation  data  and  information  from  within  the 
state  to  be  used  in  reviewing  and  evaluating  the  state  plan. 

Massachusetts 

Responsibility  for  DD  programs  and  services  in  Massachusetts 
is  shared  by  multiple  state  agencies.   The  state  agencies 
which  regulate  programs  and/or  serve  a  particular  client  group 
also  serve  the  developmentally  disabled  who  are  eligible  under 
the  programs  of  these  agencies.   The  lead  agency  responsible 
for  deinstitutionalization  of  developmentally  disabled  persons 
is  the  Division  of  Mental  Retardation  within  the  Department 
of  Mental  Health.   The  State  DD  Advisory  Council  and  the  State 
DD  program  staff  are  related  to  that  division  through  collabo- 
rative planning.   The  Advisory  Council  acts  in  an  advisory  and 
planning  capacity  through  various  intra-agency  coordination 
activities.   Evaluation  of  state  progress  in  program  implemen- 
tation is  done  by  a  monitoring  and  evaluation  committee  of 
the  Council,  which  meets  at  least  quarterly. 

Michigan 

The  Department  of  Mental  Health  is  the  lead  agency  in  both 
service  delivery  and  the  deinstitutionalization  program.   The 
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Michigan 
(continued) 

organizational  structure  for  agencies  administering  the  develop- 
mentally  disabled  programs  is  still  under  consideration.   Re- 
gional deputy  directors  have  operational  responsibility  for  DD 
programs  and  services  and  the  deinstitutionalization  program. 
One  of  the  bureaus  within  the  Department  of  Mental  Health  has 
the  responsibility  for  program  development  and  technical  assis- 
tance for  all  DD  programs.   The  lead  agency  functions  as  the 
coordinator  of  direct  services  as  provided  by  all  delivery 
agencies.   No  information  dealing  with  evaluation  was  sent. 

Minnesota 

The  Department  of  Public  Welfare  is  the  lead  state  agency  respon- 
sible for  the  planning,  development,  provision  and  payment  of 
services.   Overall  program  responsibility  rests  with  the  Mental 
Retardation  Division  of  the  Community  Service  Bureau.   A  split 
in  authority  shows  a  sharing  of  responsibility  within  the  Depart- 
ment of  Public  Welfare  which  should  add  efficiency  to  the  ad- 
ministration and  coordination  of  programs  and  services.   The 
Mental  Retardation  Division  carries  the  lead  role  in  cooperative 
development  of  the  community-based  programs.   Close  collaboration 
is  required  with  other  agencies,  groups  and  organizations  for 
the  provision  of  generic  services.   The  DD  Advisory  Council 
provides  some  linkage  between  agencies  and  groups  in  such  matters 
as  studying  services,  and  advocating  new  and  improved  services. 
A  monitoring  system  independent  of  the  agencies  and  serving  the 
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Minnesota 
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public  interest  is  to  be  set  up  to  evaluate  the  delivery  system 

in  every  phase  of  programs  and  services.   A  uniform  reporting 

system  used  across  public  agencies  in  the  state,  to  simplify 

reporting  and  evaluation,  has  been  recommended. 

Mississippi 

The  Department  of  Mental  Health,  Division  of  Mental  Retardation 
is  the  lead  agency  responsible  for  programs  for  developmentally 
disabled  persons  in  the  state.   Program  responsibilities  are 
exclusively  those  of  this  department.   The  state  council  and 
staff  are  both  administratively  assigned  to  the  Department  of 
Mental  Health,  Division  of  Mental  Retardation.   An  evaluation 
of  the  effectiveness  of  the  deinstitutionalization  program 
will  be  done  on  the  basis  of  a  sample  of  the  individuals  who 
are  served  through  the  programs. 

Missouri 

The  Divisions  of  Mental  Retardation,  Developmental  Disabilities, 
and  Psychiatric  Services  share  responsibility  as  the  lead  agencies 
in  the  developmental  disabilities  programs  as  well  as  the  dein- 
stitutionalization program.   The  organizational  structure  seems 
to  be  fragmented  as  shown  by  the  organizational  chart.   Many 
different  authority  levels  are  shown.   The  State  Advisory  Council 
acts  as  an  advising,  reviewing,  planning  and  coordinating  body 
for  the  lead  agencies  on  developmental  disabilities.   The  Regional 
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Missouri 
(continued) 

Advisory  Councils  act  in  virtually  the  same  capacity  as  the 

State  Advisory  Council.   Methods  of  evaluation  of  programs 

and  services  was  not  addressed  in  the  material  received. 

Nevada 

The  lead  agency  for  deinstitutionalization  is  the  Office  of 
Health  Planning  and  Resources  and  Developmental  Disabilities. 
Four  other  agencies  are  involved  in  sharing  responsibility 
for  programs  and  services,  but  the  deinstitutionalization 
program  is  the  exclusive  responsibility  of  one  office.   The 
state  agency  and  the  DD  planning   council  propose  an  annual 
agreement  based  on  an  annual  work  plan  to  be  developed  in 
concert  with  the  goals,  objectives,  and  priorities  contained 
within  the  annual  state  plan.   Evaluation  of  programs  and 
services  was  not  covered  in  the  material  obtained. 

New  Hampshire 

The  New  Hampshire  information  on  DD  deinstitutionalization 
makes  a  broad  distinction  between  DD  persons  who  are  school- 
age  and  in  vocational  rehabilitation  programs,  and  those 
who  are  receiving  noneducation  community  services.   Respon- 
sibility is  thus  shared  between  the  Department  of  Education 
and  the  Department  of  Health  and  Welfare.   Within  each  of 
these  departments,  responsibility  is  again  shared  among 
several  divisions,  with  the  Division  of  Mental  Health  acting 
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New  Hampshire 
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as  lead  agency.   The  state  DD  advisory  council  makes  policy 
decisions  while  the  Office  of  Mental  Retardation  acts  as  an 
administrative  supervisor.   The  general  philosophies  and 
methods  for  regional  council  planning  activities  are  set  by 
the  state  council.   The  regional  advisory  councils  then 
collect  information  and  set  priorities  for  the  region.   In- 
formation pertinent  to  evaluation  of  programs  or  services 
is  not  available  in  materials  received. 

New  Mexico 

An  organizational  chart  of  New  Mexico;  DD  program  respon- 
sibility was  not  available.   The  Developmental  Disabilities 
Division  of  the  Department  of  Hospitals  and  Institutions 
is  charged,  according  to  the  materials  received,  with  the 
exclusive  responsibility  for  DD  programs  and  services.  Thus 
the  organizational  structure  should  be  relatively  simple. 
Regional  advisory  councils  were  established  to  allow  the 
expression  of  special  local  needs  for  the  development  of  a 
coordinated  service  system.   A  Human  Services  Field  Evalua- 
tion System  has  been  developed  as  a  management  data  system, 
and  is  to  be  used  as  a  mechanism  for  evaluation  of  the  per- 
formance of  the  service  delivery  system. 

New  York 

No  organizational  chart  was  available  for  state  departments 
responsible  for  DD  programs.   The  New  York  State  Department 
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New  York 
(continued) 

of  Mental  Hygiene,  Division  of  Mental  Retardation  has  exclu- 
sive responsibility  for  programs  and  services  for  the  develop- 
mentally  disabled.   The  staff  of  the  Bureau  of  Developmental 
Disabilities  Services  also  serves  as  staff  to  the  Council  on 
Developmental  Disabilities.   The  information  received  from 
New  York  is  very  sketchy  and  gives  little  indication  of  the 
organizational  structure  of  the  developmental  disabilities 
programs. 

North  Carolina 

The  lead  agency  designated  primary  responsibility  for  the  de- 
institutionalization program  as  well  as  other  programs  and 
services  for  the  developmentally  disabled  persons  is  the 
Department  of  Human  Resources,  Division  of  Mental  Health  Ser- 
vices.  DD  programs  hinge  on  the  cooperation  of,  and  services 
provided  by,  other  divisions  and  departments.   Approximately 
thirteen  such  divisions  and  departments  are  involved  in  the 
continuum  of  services  to  the  DD  population.   The  organizational 
structure  of  the  departments  involved  seems  to  be  clear  despite 
the  numbers  involved.   No  information  was  received  that  deals 
with  the  advisory  councils  or  evaluation  of  programs  and  ser- 
vices. 

North  Dakota 

Programs  and  services  provided  for  the  developmentally  disabled 
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North  Dakota 
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are  an  exclusive  responsibility  of  the  State  Department  of  Health, 
Division  of  Mental  Health  and  Retardation  Services.   The  organiza- 
tional structure  of  the  program  is  straight-line  and  well-defined. 
The  deinstitutionalization  program  is  a  shared  responsibility  of 
this  department  and  the  Department  of  Institutions.   Regional 
councils  were  formed  to  provide  local  needs  assessments  and 
local  input  into  the  state  planning  council.   No  information  was 
provided  with  regard  to  the  roles  of  the  advisory  councils  or 
to  evaluation  of  programs  and  services. 

Ohio 

The  organizational  structure  of  the  departments  and  agencies 
providing  services  to  the  developmentally  disabled  are  confus- 
ing because  so  many  offices  are  involved.   The  lines  of  au- 
thority and  responsibility  do  not  show  a  continuum  of  services 
being  provided  and  there  is  no  clear  picture  of  what  agency 
has  responsibility  for  the  programs.   The  Department  of  Mental 
Health  and  Mental  Retardation  is  the  lead  agency  designated 
to  develop  plans  for  deinstitutionalization,  institutional 
reform  and  the  development  of  community  alternatives.   Advisory 
councils  serve  a  number  of  functions  ranging  from  developing 
objectives  and  criteria,  to  coordination  of  planning  efforts, 
to  an  advocate's  role  for  persons  with  developmental  disabili- 
ties.  The  major  method  of  evaluation  of  the  effectiveness 
and  accomplishments  of  the  state  in  meeting  the  needs  of  persons 
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with  developmental  disabilities  is  through  the  activities  of 

the  Developmental  Disabilities  Planning  Council.   Work  is 

being  done  to  develop  a  full-time  evaluation  staff  to  develop 

an  evaluation  system. 

Oklahoma 

The  organizational  structure  of  the  lead  agency,  the  Depart- 
ment of  Institutions,  Social  and  Rehabilitative  Services 
appears  confusing.   The  management  staff  is  shown  to  have 
authority  over  and  responsibility  for  widely  diversified 
units  and  bureaus.   Systematic  evaluation  and  assessment  is 
to  occur  periodically.   Current  program  staff  and  funding 
is  to  be  utilized  for  the  purpose  of  giving  the  agency  an 
overview  study.   Little  information  was  available  dealing 
with  the  advisory  council. 


Oregon 


The  responsibility  for  DD  programs  is  shared  across  all  of 
the  divisions  within  the  Department  of  Human  Resources.  All 
are  involved  in  establishing  service  plans  for  developmen- 
tally  disabled  individuals.   The  organizational  chart  for 
the  department  shows  a  straight-line  authority  structure 
but  it  is  not  possible  to  determine  the  intradepartmental 
organizational  structure  from  the  materials  provided.   The 
lead  agency  coordinates  the  functions  of  the  various  divisions 
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within  its  internal  structure.   The  DD  Advisory  Council  estab- 
lishes a  wide  range  of  priorities  and  goals  for  each  year  and 
the  state  DD  program  staff  reviews  these  goals  and  priorities. 
The  council  also  serves  as  an  advocacy  group  to  alert  the  de- 
partment to  the  needs  of  the  developmentally  disabled  and  how 
these  needs  might  be  met.   Evaluation  of  programs  and  services 
has  been  done  through  a  contracted  third  party  who  reviewed 
stated  objectives  and  determined  compliance  with  those  objec- 
tives. 


Rhode  Island 


The  organizational  chart  received  for  DD  programs  and  services 
gives  no  indication  of  the  internal  lines  of  authority  or  the 
structure  of  responsibility.   Exclusive  responsibility  as  lead 
agency  for  these  programs  and  services  rests  with  the  Depart- 
ment of  Mental  Health,  Retardation  and  Hospitals.   The  advisory 
council  is  legislated  to  review  and  assess  the  state's  mental 
health  needs,  to  develop  new  programs  and  to  advise  the  director 
in  carrying  out  the  purpose  of  the  law.   The  directors  of  in- 
volved departments  are  ex  officio  members  of  the  advisory  council. 
Evaluation  procedures  are  being  developed,  but  were  unavailable 
at  this  time. 


South  Dakota 


The  Department  of  Social  Services,  Office  of  Developmental  Dis- 
abilities and  the  Board  of  Charities  and  Corrections  are  responsible 
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South  Dakota 
(continued) 

for  programs  and  services  to  DD  persons.   The  organizational 
structure  of  the  departments  providing  developmental  disabili- 
ties programs  and  services  in  one  of  straight-line  authority 
and  appears  effective  for  administrative  purposes.   The  staff 
for  the  advisory  council  also  is  the  staff  for  the  Office  of 
Developmental  Disabilities.   The  deinstitutionalization  reports 
submitted  by  the  state  deal  with  specific  state  institutions 
and  contain  only  general  information  in  regard  to  programs 
or  services. 

Tennessee 

Exclusive  responsibility  for  all  DD  programs  and  services,  as 
well  as  the  deinstitutionalization  program,  rests  with  the 
Department  of  Mental  Health  and  Mental  Retardation,  Division 
of  Mental  Retardation.   This  is  the  only  department  that  is 
listed  as  being  involved  in  the  provision  of  services.   This 
makes  the  organizational  structure  relatively  simple.   Judg- 
ing from  the  materials  received,  the  director  of  the  depart- 
ment has  virtually  split  supervision  between  the  department 
and  the  advisory  council.   The  Advisory  Council  provides 
input  and  guidance  for  the  department  and  works  very  closely 
with  the  director.   No  information  was  available  pertaining 
to  evaluation  of  services. 
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Utah 

The  Department  of  Social  Services  is  the  lead  agency  respon- 
sible for  programs  and  services  to  the  developmentally  dis- 
abled.  The  lead  agency  for  deinstitutionalization  is  the 
Division  of  Family  Services  within  the  Department  of  Social 
Services.   The  authority  structure  as  shown  by  the  organ- 
izational chart  is  well-defined  and  shows  the  input  that  the 
various  boards  have  into  the  formal  departments  and  divisions. 
Other  departments  are  involved  in  the  provision  of  services 
but  Social  Services  plays  the  umbrella  role.   There  is  no 
specific  DD  program  in  Utah  at  this  time,  although  a  state 
plan  is  due  for  development  in  October,  1977.   There  was  no 
information  received  dealing  with  evaluation  of  programs  and 
services. 

Virginia 

Virginia  has  vested  exclusive  responsibility  for  DD  programs 
and  services  in  the  Department  of  Mental  Health  and  Mental 
Retardation.   The  official  line  of  responsibility  and  authority 
is  straight  and  relatively  simple,  as  shown  by  the  organiza- 
tional chart.   The  advisory  council  acts  in  an  advocacy  role 
and  establishes  the  policy  which  is  administered  by  the  DD 
program  staff.   The  state  DD  program  staff  is  jointly  respon- 
sible to  the  council  and  the  secretary  of  the  department.   The 
council  members  are  to  act  as  resource  persons  to  facilitate 
the  development  of  programs  and  services  to  DD  persons.   One 
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Virginia 
(continued) 

of  the  specific  objectives  of  planned  activity  is  to  evaluate, 

both  qualitatively  and  quantitatively,  the  accomplishments  of 

each  of  the  programs  funded  under  the  deinstitutionalization 

project. 

West  Virginia 

A  variety  of  state  agencies  share  responsibility  for  provid- 
ing programming  to  developmental ly  disabled  persons.   The 
organizational  chart  that  was  provided  shows  the  structure 
of  the  Commission  on  Mental  Retardation  and  the  relation- 
ships between  the  commission,  the  advisory  committee  and  the 
state  planning  council,  as  well  as  the  central  office  staff, 
all  of  whom  provide  comprehensive  programs  for  the  develop- 
mentally  disabled  in  West  Virginia.   The  chart  doesn't  provide 
any  information  on  the  structure  of  the  agencies  providing 
the  services.   It  does  show  a  well-ordered  flow  of  authority 
among  the  commission,  councils  and  central  staff.   The  Com- 
mission on  Mental  Retardation  is  designated  to  plan  and  co- 
ordinate DD  federal  funding.   The  responsibility  for  the  dein- 
stitutionalization program  also  is  shared  among  the  same  agencies 
as  those  providing  the  programming.   Evaluation  of  programs  and 
services  was  not  discussed  in  the  material  received. 
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Wisconsin 

The  organizational  chart  shows  a  well-defined  line  of  authority 
within  the  lead  department  in  the  provision  of  programs  and 
services  to  the  development ally  disabled.   Responsibility  for 
these  programs  and  services  are  shared  among  various  divisions 
and  bureaus  within  the  lead  department ,  the  Department  of 
Health  and  Social  Services.   The  State  DD  Council  acts  in  an 
advisory  capacity  and  develops  the  Wisconsin  State  DD  Plan. 
The  state  program  staff  work  within  the  lead  department  in 
implementing  the  plan.   There  are  no  regional  DD  advisory 
councils.   Instead,  there  are  community  service  boards  which 
prepare  local  plans  and  budgets  to  submit  to  DHSS.   Evalua- 
tion of  programs  and  services  was  not  covered  in  the  material 
received  from  the  state. 


Wyoming 


The  questionnaire  received  from  the  state  of  Wyoming  indicates 
that  the  responsibility  for  programs  and  services  to  DD  persons 
are  shared  between  the  Department  of  Health  and  Social  Services 
and  the  Board  of  Charities  and  Reform.   No  organizational  chart 
or  state  plan  was  received  to  provide  further  information  about 
the  management  structure  of  their  provision  of  services.   Wyoming 
has  no  deinstitutionalization  program  for  the  developmentally 
disabled. 
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State  Programs  for  the  Emotionally  Disturbed 

The  information  obtained  from  this  survey  also  can  be  presented  in 
tabular  and  discussion  form.   The  numerical  results  of  Questions  2,  3, 
4  and  7  are  presented  in  Table  III-2.   Portions  of  these  questions  ad- 
dress the  following  issues. 

Question  2:   Is  the  responsibility  for  ED  programs  and 
services  exclusive  to  one  agency  or  shared 
by  more  than  one  agency? 

Question  3:   Is  your  state  conducting  an  active  program 
of  deinstitutionalization  for  ED  persons? 

Question  4:   Within  the  responsible  department (s) ,  is 
the  responsibility  for  the  deinstitution- 
alization program  exclusive  or  shared? 

Question  7:   Has  your  state  created  regional  mental  health 
organizations? 

A  review  of  Table  III-2  will  indicate  that  24  of  the  states  respond- 
ing to  the  survey  have  placed  responsibility  for  ED  services  and  programs 
within  a  single  agency;  13  states  have  vested  the  responsibility  within 
two  or  more  agencies.   This  is  in  marked  contrast  to  the  trend  in  admin- 
istration of  programs  for  DD  persons,  where  nearly  opposite  proportions 
prevail.   Of  the  37  states  responding,  all  but  two  have  instituted  active 
deinstitutionalization  programs  for  ED  persons.   Again,  in  contrast  to 
similar  programs  for  DD  persons,  21  states  have  placed  responsibility 
for  deinstitutionalization  of  ED  persons  within  a  single  division  or 
bureau;  15  states  have  made  deinstitutionalization  of  ED  persons  a 
shared  responsibility.   The  numbers  of  states  which  have  and  have  not 
created  regional  mental  health  organizations  are  nearly  equal;  19  states 
have  created  them,  18  states  have  not  done  so.   Montana's  programs  are 
similar  to  those  of  most  of  the  states  responding.   Montana  has  vested 
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responsibility  for  ED  services  within  a  single  agency,  the  Department  of 
Institutions,  and  has  an  active  deinstitutionalization  program  for  ED 
persons.   This  program  is  the  responsibility  of  a  single  unit,  the 
Mental  Health  Bureau  of  the  Adaptive  Services  Division,  Department  of 
Institutions.   Montana  has  created  five  regional  mental  health  organ- 
izations.  (Table  III-2) 

A  more  detailed  discussion  of  the  materials  received  from  other 
states  is  presented  below.  The  information  presented  was  drawn  from 
the  survey  forms  and  from  organizational  and  planning  materials  sent 
by  the  states. 

Alaska 

Alaska  asserts  that  the  state  never  has  had  a  large  number  of 
institutionalized  psychiatric  patients  who  require  deinstitu- 
tionalization.  Tbeir  efforts  at  deinstitutionalization  "can 
best  be  described  in  terms  of  prevention".   The  Department  of 
Health  and  Social  Services,  Division  of  Mental  Health  and 
Developmental  Disabilities  is  the  designated  lead  agency  for 
mental  health  programs,  and  enjoys  exclusive  responsibility 
for  these  programs.   The  organizational  structure  is  concise 
and  well-defined  as  shown  by  the  organizational  chart.   The 
Governor's  Mental  Health  Advisory  Council  is  primarily  con- 
cerned with  the  planning,  development  and  expansion  of  com- 
munity mental  health  services  as  alternatives  to  institu- 
tionalization.  Regional  mental  health  offices  provide  tech- 
nical assistance  and  direct  services  on  a  regional  basis  to 
local  communities.   Procedures  for  evaluation  are  not  covered 
in  the  materials  received. 
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Table    1 1 1-2.  SUMMARY   SHEETS:  STATE   PROGRAMS  SURVEY 

Programs  for   Emotionally   Disturbed   and   Deinstitutionalization 


Quest.  2 

Quest.  3 

Quest.  4 

Quest.   7 

Quest. 

9 

STATE 

Excl. 

SR 

Yes 

No 

Excl. 

SR 

Yes 

No 

Yes 

No 

Alabama 

Alaska 

X 

X 

X 

X 

X 

Arizona 

X 

X 

X 

X 

X 

Arkansas 

X 

X 

N 

A 

X 

X 

California 

X 

X 

X 

X 

X 

Colorado 

X 

X 

X 

X 

X 

Connecticut 

Delaware 

X 

X 

X 

X 

X 

Florida 

X 

X 

X 

X 

X 

Georgia 

X 

X 

X 

X 

X 

Hawaii 

X 

X 

X 

X 

X 

Idaho 

X 

X 

X 

X 

X 

Illinois 

Indiana 

Iowa 

X 

X 

X 

X 

X 

Kansas 

X 

X 

X 

X 

X 

Kentucky 

Louisiana 

Maine 

Maryland 

X 

X 

X 

X 

X 

Massachusetts 

X 

X 

X 

X 

X 

Michigan 

X 

X 

X 

X 

X 

Minnesota 

X 

X 

X 

X 

X 

Mississippi 

X 

X 

X 

X 

X 

Missouri 

X 

X 

X 

X 

X 

Montana 

Nebraska 

Nevada 

X 

X 

X 

X 

X 

New   Hampshire 

X 

X 

X 

X 

X 

New  Jersey 

New  Mexico 

X 

X 

X 

X 

X 

New  York 

X 

X 

X 

X 

X 

North  Carolina 

X 

X 

X 

X 

? 

? 

North   Dakota 

X 

X 

X 

X 

X 

no  4th   page 
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Table   1 1 1-2.  SUMMARY  SHEETS:        STATE   PROGRAMS  SURVEY   (continued) 

Programs  for   Emotionally   Disturbed   and   Deinstitutionalization 


Quest.   2 

Quest.  3 

Quest.  4 

Quest.   7 

Quest.  9 

STATE 

Excl. 

SR 

Yes 

No 

Excl. 

SR 

Yes 

No 

Yes 

No 

Ohio 

X 

X 

X 

X? 

X 

Oklahoma 

X 

X 

X 

X 

X 

Oregon 

X 

X 

X 

X 

X 

Pennsylvania 

X 

X 

X 

X 

X 

Rhode   Island 

X 

X 

X 

X 

X 

South  Carolina 

South   Dakota 

X 

X 

X 

X 

X 

Tennessee 

X 

X 

X 

X 

X 

Texas 

Utah 

Vermont 

X 

X 

X 

X 

X 

Virginia 

X 

X 

X 

X 

X 

Washington 

X 

X 

X 

X 

X 

West  Virginia 

X 

X 

X 

X 

X 

Wisconsin 

X 

X 

X 

X 

X 

Wyoming 

X 

X 

X 

X 

X 

TOTAL 

24 

13 

35 

2 

21 
1    l\ 

15 

/A 

19 

18 

31 
1? 

5 
1? 
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Arizona 

No  state  plan  or  policies  for  the  deinstitutionalization  of 
mentally  disturbed  persons  have  been  formalized  for  the  state 
of  Arizona  at  this  time.   The  Department  of  Health  Services, 
Division  of  Behavioral  Health  Services  is  the  state  agency 
responsible  for  programs  for  mentally  disturbed  persons.   The 
state  contracts  with  private  organizations  to  deliver  mental 
health  services.   The  organizational  structure  of  the  respon- 
sible division  is  simple  and  should  be  effective.  The  advisory 
council  is  appointed  by  the  Director  of  the  Department  of 
Health  Services  and  acts  in  an  advisory  capacity  to  the  state 
MD  program  staff. 

Arkansas 

The  Department  of  Mental  Health  Services  is  responsible  for 
programs  for  mentally  disturbed  persons.   Arkansas  is  not  con- 
ducting an  active  program  of  deinstitutionalization.   Instead, 
that  state  is  relying  on  the  development  of  community  mental 
health  centers.   One  representative  from  each  mental  health 
center  and  clinic  constitutes  a  Community  Mental  Health  Ad- 
visory Board,  which  meets  with  the  state  program  staff  once 
a  month  to  advise  on  programs.   Information  on  evaluation  is 
not  available  because  there  is  no  state  plan. 

California 

The  Health  and  Welfare  Agency,  Department  of  Health  is  the 
lead  agency  in  the  provision  of  programs  for  mentally  dis- 
turbed persons.   The  Treatment  Services  Division  within  the 
Department  of  Health  has  exclusive  responsibility  for  MD 
programs,  as  well  as  the  deinstitutionalization  program. 
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California 
(continued) 

Exclusive  responsibility  allows  the  lines  of  authority  to  be 
well-defined.   A  Citizens  Advisory  Council  functions  in  ad- 
vising and  assisting  the  Director  in  the  provision  of  ser- 
vices to  MD  persons.   The  final  plan  for  deinstitutionaliza- 
tion was  not  available  for  review. 

Colorado 

Colorado  answered  the  survey  of  state  programs  for  mentally 
disturbed  persons  with  information  about  their  programs  for 
the  developmental ly  disabled,  so  no  information  is  avail- 
able on  programs  for  the  mentally  disturbed.   Copies  of 
program  and  administrative  policy  documents  were  not  avail- 
able to  be  examined. 

Delaware 

The  provision  of  programs  for  mentally  disturbed  persons  is 
the  exclusive  responsibility  of  the  Department  of  Health  and 
Social  Services,  Division  of  Mental  Health.   A  special  pro- 
gram does  exist  to  stimulate  the  movement  of  chronic  patients 
from  the  institutions  to  community  alternatives,  but  no  de- 
tailed information  about  the  program  or  the  administrative 
policy  for  organizational  structure  was  received.   The  MD 
advisory  council  is  appointed  by  the  Governor  and  acts  in 
an  advisory  capacity  to  the  Division  of  Mental  Health.   No 
information  on  evaluation  procedures  was  received. 
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Florida 


Georgia 


The  Department  of  Health  and  Rehabilitative  Services  has  the 
lead  and  overall  responsibility  for  the  provision  of  treat- 
ment and  rehabilitation  service  programs.   Units  within  this 
agency  share  responsibility  for  coordination,  development 
and  implementation  of  the  deinstitutionalization  program. 
An  advisory  council  considers  and  advises  on  matters  that 
they  are  requested  to  examine.   The  council  also  advises  on 
the  content  and  implementation  of  the  Mental  Health  State 
Plan.   The  state  plan  is  in  the  process  of  being  developed 
and  was  unavailable  for  examination.   No  information  on 
evaluation  procedures  was  received. 


Exclusive  responsibility  for  programs  and  services  to  the 
mentally  disturbed  rests  with  the  Department  of  Human  Re- 
sources, Division  of  Mental  Health  and  Mental  Retardation. 
The  organizational  structure  shown  by  the  organization 
chart  indicates  clear  lines  of  authority.   Provision  is 
made  in  the  state  plan  for  an  annual  review,  with  examina- 
tion and  comment  by  the  state  advisory  councils  and  other 
segments  of  the  public  and  private  sectors.   The  state  plan 
itself  seems  to  be  well  thought  out  and  put  together.   One 
interesting  idea  expressed  in  the  comprehensive  plan  is  the 
formation  of  planning  consortia.   The  consortia  are  set  up 
on  a  regional  basis  in  order  to  localize  ongoing  planning 
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Georgia 
(continued) 


Hawaii 


Idaho 


and  coordination  of  hospital  and  community  services  for  mental 
health  and  mental  retardation. 


Responsibility  for  programs  for  the  mentally  disturbed  is 
shared  within  the  divisions  and  bureaus  of  the  Department 
of  Health.   The  Hawaii  plan  of  organization  shows  direct 
lines  of  authority  throughout  the  Department  of  Health, 
which  is  an  extensive  and  complicated  department.   The  state 
advisory  council  gives  direct  advisory  input  to  the  depart- 
ment through  the  director  of  health.   Each  community  mental 
health  center  will  have  an  advisory  body.   A  member  from 
each  will  be  appointed  to  the  state  advisory  council  and 
will  have  input  into  the  council  in  this  manner.   Evaluation 
procedures  were  not  covered  in  the  information  that  was  re- 
ceived. 


Programs  for  mentally  disturbed  persons  as  well  as  the  dein- 
stitutionalization process  are  the  exclusive  responsibility 
of  the  Division  of  Community  Rehabilitation,  Bureau  of  Mental 
Health.   The  lines  of  authority  are  clearly  delineated  on 
the  organizational  chart  for  the  Division.   Specific  goals 
and  objectives  were  not  developed.   No  overall  state  plan 
was  available  to  provide  detailed  information  on  programs  or 
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Idaho 
(continued) 


Iowa 


administrative  policies.   The  mental  health  advisory  council 
functions  only  in  an  advisory  capacity.   The  central  office 
in  the  division  provides  primarily  technical  assistance  to 
the  regional  comprehensive  mental  health  centers.   The  lack 
of  a  state  plan  precludes  any  information  regarding  the 
evaluation  of  programs  or  services. 


The  Department  of  Social  Services  and  the  Iowa  Mental  Health 
Authority  work  together  on  a  cooperative  basis  to  deliver 
mental  health  services  along  with  the  private  practioneers 
and  other  related  residential  services.   The  materials 
received  give  no  specific  indication  of  the  way  in  which 
program  responsibilities  are  met  by  these  agencies.   Mental 
health  centers  operate  as  nonprofit  private  corporations 
under  the  jurisdiction  of  the  Iowa  Mental  Health  Authority. 
Mutually  exclusive  Advisory  Councils  have  been  created  and 
are  attached  to  each  agency.   The  councils  serve  both  ad- 
visory and  policy  functions  in  the  provision  of  mental  health 
programs  and  services.   Council  input  is  given  through  the 
Commissioner  of  the  Department  of  Social  Services  and  the 
Director  of  the  Division  of  Mental  Health  Resources.   Evalua- 
tion of  programs  and  services  will  be  conducted  by  various 
special  committees  of  unidentified  origin  seeking  statewide 
input  into  the  review  and  modification  process. 
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Kansas 

Various  divisions  within  the  Department  of  Social  and  Rehabil- 
itation Services  share  the  responsibility  for  programs  and 
services  for  mentally  disturbed  persons.   The  organizational 
structure  makes  no  provision  for  formal  interdivisional  com- 
munication or  coordination  in  the  provision  of  these  programs. 
An  Advisory  Commission  to  the  Division  of  Mental  Health  and 
Retardation  has  been  created.   The  statutory  duties  of  this 
commission  are  to  advise  and  consult  with  the  division  director 
with  respect  to  policies  governing  the  management  and  operation 
of  all  state  institutions  under  the  jurisdiction  of  the  Depart- 
ment of  Social  and  Rehabilitation  Services.   The  commission 
consults,  advises  and  makes  reports  to  the  Governor  and  legisla- 
ture and  may  make  recommendations  it  deems  advisable  for  appro- 
priate legislation.   No  overall  state  plan  was  received  so  no 
information  on  evaluation  of  programs  and  services  was  avail- 
able. 

Maryland 

Exclusive  responsibility  for  programs  for  mentally  disturbed 
persons  rests  with  the  Department  of  Health  and  Mental  Hygiene. 
The  deinstitutionalization  program  is  a  shared  responsibility 
among  the  divisions  within  the  department.   There  is  a  straight- 
line  organizational  structure  within  the  department  for  clearly 
delineated  authority  roles.   The  state  has  two  advisory  coun- 
cils which  relate  directly  to  the  central  office  staff  of  the 
Department  of  Health  and  Mental  Hygiene.   No  information  relat- 
ing to  program  evaluation  methods  was  received. 
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Massachusetts 

The  administrative  structure  for  the  delivery  of  mental  health 
services  in  Massachusetts  very  clearly  delineates  the  relation- 
ship between  offices  and  services.   The  Department  of  Mental 
Health  is  solely  responsible  for  programs  for  the  mentally 
disturbed  and  the  implementation  of  the  state  plan.   The  ra- 
tionale for  exclusive  responsibility  is  the  provision  of  a 
single  system  of  mental  health  services.   A  state  advisory 
council  has  been  created  to  advise  on  policy,  program  de- 
velopment, and  priorities  of  need  defined  by  local  views  as 
expressed  in  public  hearings.   The  Commissioner  of  the  De- 
partment of  Mental  Health  maintains  a  supervisory  role  over 
the  functions  of  the  council.   Regional  advisory  councils 
provide  input  from  the  regional  level.   An  evaluation  divi- 
sion has  been  created  whose  major  function  is  to  utilize 
data  collected  through  management  information  efforts,  as 
well  as  special  program  evaluation  studies,  in  order  to  assess 
the  effectiveness  of  different  programs  for  different  target 
populations. 

Michigan 

The  Department  of  Mental  Health  is  the  lead  agency  for  programs 
for  mentally  disturbed.   Operational  responsibility  rests  with 
regional  deputy  directors  who  report  directly  to  the  chief 
deputy  director  in  the  DMH.   Program  development  and  technical 
assistance  is  the  responsibility  of  one  of  the  bureaus  in  the 
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Michigan 
(continued) 

Department  of  Mental  Health.   The  responsibility  structure 

within  the  department  is  well  delineated.   An  advisory 

council  assists  the  director  of  the  DMH  in  developing  and 

executing  mental  health  policies  and  programs.   The  council 

serves  in  an  advisory  capacity  only.   No  information  on 

evaluation  of  programs  and  policies  was  available. 

Minnesota 

Divisions  within  the  Department  of  Public  Welfare  share  re- 
sponsibility for  programs  for  the  mentally  disturbed  in 
Minnesota.   The  commissioner  and  deputy  commissioner  of  this 
department  provide  overall  direction,  priority-setting,  and 
policymaking  authority  for  the  state  agency.   The  commissioner 
is  free  to  delegate  particular  authorities  and  responsibili- 
ties to  various  other  bureaus  and  divisions.   This  delegation 
of  authority  is  not  covered  by  the  formal  organizational 
structure  of  the  agency.   An  advisory  council  was  instituted 
to  insure  recognition  of  the  need  for  community  involvement 
in  the  planning,  development  and  operation  of  mental  health 
programs.   All  community-based  programs  and  services  are  the 
responsibility  of  the  Community  Services  Division  of  the 
Department  of  Public  Welfare.   The  advisory  council  is  staffed 
by  the  Mental  Health  program  division.   No  information  on 
evaluation  was  available. 
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Mississippi 

The  Division  of  Mental  Health  within  the  Department  of  Mental 
Health  has  exclusive  responsibility  for  programs  and  services 
for  mentally  disturbed  persons.   The  deinstitutionalization 
program  also  is  the  exclusive  responsibility  of  this  division. 
The  organizational  structure  of  the  department  is  straight- 
line  and  fairly  simple.   A  community-based  MD  Advisory  Council 
works  through  the  Department  of  Mental  Health  out  of  the 
Division  of  Community  Services.   They  function  in  primarily 
an  advisory  capacity.   Mississippi  has  no  regional  mental 
health  organizations.   No  information  on  evaluation  was  made 
available. 

Missouri 

The  Department  of  Mental  Health,  Division  of  Psychiatric  Ser- 
vices is  the  lead  agency  in  providing  programs  for  mentally 
disturbed  persons  in  Missouri.   Several  divisions  of  this 
department  share  responsibility  for  the  provision  of  services. 
The  authority  structure  between  the  divisions  is  not  very 
clearly  defined.   The  advisory  council  reviews  the  state  plan 
and  grant  applications.   The  council's  main  objective,  though, 
is  the  development  of  mental  health  programs.   The  adminis- 
trative relationship  between  the  council  and  state  program 
staff  is  not  clear  and  the  plan  gives  no  detail  in  this  respect. 
The  state  plan  for  comprehensive  mental  health  services  is 
to  be  reviewed,  evaluated  and  updated  annually  and  then  submitted 
for  public  review. 
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Nevada 

Nevada's  mentally  disturbed  and  deinstitutionalization  programs 
are  in  the  process  of  development  and  change.   The  state  did 
indicate  that  Mental  Hygiene  and  Mental  Retardation  is  the 
lead  agency,  with  exclusive  responsibility  for  MD  programs  and 
services.   There  was  no  other  information  available  in  regard 
to  their  programs. 

New  Hampshire 

The  Division  of  Mental  Health  of  the  Department  of  Health  and 
Welfare  has  exclusive  responsibility  for  programs  and  services 
for  mentally  disturbed  persons.   The  organizational  chart  for 
the  department  shows  a  clear  delineation  of  responsibility 
and  authority.   The  Director  of  Mental  Health  has  direct  input 
into  the  office  of  the  Commissioner  of  Health  and  Welfare. 
The  deinstitutionalization  program  is  a  shared  responsibility 
among  the  Division  of  Mental  Health,  as  lead  agency,  and 
providers  of  generic  services.   This  program  also  seems  to 
have  well-defined  lines  of  responsibility.   The  Mental  Health 
Advisory  Council  is  responsible  to  the  Director  of  Mental 
Health  only,  and  provides  input  to  the  policy  formulation 
of  the  State  Mental  Health  Plan.   There  is  no  information  on 
evaluation,  except  that  a  Director  of  Evaluation  is  directly 
linked  on  the  organizational  chart  to  the  Director  of  Mental 
Health. 
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New  Mexico 

The  Department  of  Hospitals  and  Institutions  is  the  lead  agency 
involved  in  the  provision  of  programs  and  services  to  mentally 
disturbed  persons.   Within  this  department  the  Mental  Health 
Division  has  exclusive  responsibility.   The  organizational  chart 
of  the  department  shows  some  overlap  between  the  functions  of 
the  various  divisions,  although  each  has  a  direct  line  of  au- 
thority from  the  department.   The  Advisory  Council  is  advisory 
to  the  department's  Governing  Board  and  Staff.   They  review 
state  plans  prepared  to  meet  state  and  federal  requirements 
and  provide  advice  on  the  goals  and  objectives  of  the  depart- 
ment.  Community  mental  health  services  are  still  in  the  de- 
velopment stage.   A  state  statute  authorizes  the  creation  of 
area  organizations  for  the  purpose  of  planning  and  developing 
services.   Three  such  have  been  organized  at  this  time  but  are 
not  represented  on  the  state  advisory  council.   However,  methods 
to  allow  them  representation  are  being  considered.   No  infor- 
mation on  evaluation  of  programs  and  services  was  received  from 
this  state. 

New  York 

The  Department  of  Mental  Hygiene  is  the  lead  agency  in  the  state 
for  programs  and  services  for  the  mentally  disturbed.   Within 
this  department,  the  Division  of  Mental  Health  has  exclusive 
responsibility  for  such  programs.   The  organizational  chart 
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New  York 
(continued) 

shows  a  simple  structure  of  authority  and  responsibility.   Com- 
munity service  programs,  in  the  form  of  regional  offices,  are 
directly  responsible  to  the  office  of  the  commissioner  of  the 
department.   The  division  has  no  formal,  direct  input  to  these 
regional  offices,  at  least  according  to  the  organizational 
chart.   The  Council  for  Mental  Hygiene  Planning  has  statutory 
responsibility  to  establish  statewide  goals  and  objectives 
to  guide  comprehensive  planning,  resource  allocation  and  evalu- 
ation processes  for  state  and  local  services.   Department  staff 
is  assigned  to  provide  the  Council  with  necessary  staff  work. 
The  state  plan  is  in  the  process  of  being  written,  so  any 
further  information  regarding  program  and  administrative  policy 
was  unavailable. 

North  Carolina 

Exclusive  responsibility  for  programs  and  services  for  the  men- 
tally disturbed  is  assigned  to  the  North  Carolina  Division  of 
Mental  Health  Services.   The  organizational  chart  shows  clearly 
delineated  lines  of  authority  within  the  Division.   An  advisory 
committee  has  been  established  to  advise  the  Division  on  the 
state  plan  and  on  its  deinstitutionalization  plan.   Legisla- 
tion is  currently  being  prepared  to  modify  the  State  Mental 
Health  Council  for  the  purpose  of  meeting  requirements  set  by 
federal  authorities  and  this  legislation  will  establish  a 
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North  Carolina 
(continued) 

Mental  Health  Advisory  Council.   The  state  level  staff  of  the 
Division  serves  as  staff  to  various  committees  of  the  Mental 
Health  Advisory  Committee.   Four  regional  mental  health  di- 
rectors and  their  staffs  are  in  direct  line  to  the  Director 
of  the  Division  of  Mental  Health  Services  and  have  respon- 
sibility for  implementing  the  policies  and  programs  in  the 
area  of  deinstitutionalization.   No  information  specifically 
dealing  with  evaluation  of  programs  and  services  was  avail- 
able. 

North  Dakota 

The  Department  of  Mental  Health  and  Retardation  Services  has 
exclusive  responsibility  for  all  programs  and  services  to  the 
mentally  disturbed,  including  the  deinstitutionalization  pro- 
gram.  The  organizational  chart  shows  clear  lines  of  authority 
within  the  department.   North  Dakota  has  neither  an  advisory 
council  for  the  mentally  disturbed  nor  regional  mental  health 
organizations.   No  other  information  was  available  on  the  state's 
programs  and  services,  or  on  evaluation  of  programs. 

Ohio 

The  Department  of  Mental  Health  and  Mental  Retardation  is  re- 
sponsible for  the  deinstitutionalization  program  and  also  bears 
lead  responsibility  for  other  programs  and  services  for  the 
mentally  disturbed  in  Ohio.   The  Division  of  Mental  Health  is 
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Ohio 
(continued) 

organizationally  divided  into  twelve  regional  districts,  each 
having  the  same  direct  input  into  the  division.   Each  district 
is  administered  by  a  manager  who  is  the  line  authority  over 
institution  superintendents.   The  district  managers  are  re- 
sponsible for  planning  and  coordinating  mental  health  program- 
ming in  their  areas  and  report  directly  to  the  Commissioner 
of  Mental  Health.   The  joint  Mental  Health  and  Mental  Retarda- 
tion Advisory  and  Review  Commission  is  charged  with  review 
and  assessment  of  the  administration  of  programs  and  services. 
They  also  participate  in  planning  or  developing  programs, 
study  the  effectiveness  of  patient  care,  assess  the  avail- 
ability of  services  and  facilities,  and  review  federally 
funded  programs  that  could  benefit  the  department.   Thus  the 
Commission  acts  in  an  advisory,  planning  and  evaluation  capac- 
ity. 

Oklahoma 

The  Oklahoma  State  Department  of  Mental  Health  is  an  indepen- 
dent department  of  state  government  and  is  responsible  for 
programs  affecting  the  mentally  disturbed.   All  divisions  of 
the  department  are  involved  in  and  share  responsibility  for 
the  provision  of  programs  and  services,  including  the  dein- 
stitutionalization program.   These  divisions  are  organized  in 
a  direct-line  authority  relationship  to  the  department.   The 
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Oklahoma 
(continued) 

organizational  chart  is  well-structured  to  clearly  delineate 
these  lines  of  authority.   The  State  Department  of  Mental 
Health  operates  under  a  Mental  Health  Board.   This  Board 
establishes  broad  general  policy  under  which  the  department 
operates.   A  State  Advisory  Council  advises  the  department 
in  carrying  out  a  long-range  mental  health  plan.   Local 
boards  are  formed  on  a  city-county  basis,  or  any  combination 
thereof.   These  boards  are  administratively  independent  of 
the  department.   They  function  in  the  provision  of  community- 
based  services.   Evaluation  of  programs  and  services  is  not 
discussed  in  the  state  deinstitutionalization  plan  that  was 
received. 


Oregon 


The  responsibility  for  providing  services  to  emotionally  dis- 
turbed individuals  is  shared  by  the  Mental  Health  Division, 
as  lead  agency,  and  other  divisions  involved  in  the  provision 
of  generic  services.   These  divisions  are  organized  in  a 
direct  line  relationship  to  the  Director  of  the  Department 
of  Human  Resources,  who  assumes  overall  responsibility  for 
coordination  across  all  of  the  divisions.   Programs  for  men- 
tally/emotionally disturbed  persons  are  contracted  for  by 
the  Mental  Health  Division.   The  Advisory  Council  acts  solely 
in  an  advisory  capacity  and  does  not  have  authority  to  approve 
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Oregon 
(continued) 

or  disapprove  any  of  the  programs  or  policies  of  the  Mental 
Health  Division.   The  Mental  Health  Division  has  a  matrix 
system  structure  in  which  there  is  equal  authority  in  the 
regional  administrative  offices  and  in  the  program  offices. 
The  regional  offices  are  primarily  concerned  with  carrying 
out  the  program  policies  established  by  the  Mental  Health 
Division.   Actual  service  delivery  is  planned  and  implemen- 
ted at  the  county  level  by  county  mental  health  program 
directors.   Each  county  contracts  to  plan  and  provide  ser- 
vices.  Administrative  policy  regarding  deinstitutionaliza- 
tion is  in  the  process  of  being  reviewed  by  the  various 
divisions  involved  in  the  program,  so  it  was  unavailable 
for  review. 

Pennsylvania 

The  office  of  Mental  Health  in  the  Department  of  Public  Welfare 
has  exclusive  responsibility  for  all  programs  and  services  to 
the  mentally  disturbed,  including  the  deinstitutionalization 
program.   The  organizational  chart  seems  clear  in  its  delinea- 
tion of  lines  of  authority  and  responsibility.   The  office  of 
Mental  Health  is  linked  by  the  Governor's  Council  for  Human 
Services  to  other  state  agencies  who  are  involved  in  the  pro- 
vision of  mental  health  services.   The  council  is  assigned 
responsibility  for  the  coordination  of  the  provision  of  mental 
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Pennsylvania 
(continued) 


health  services.   The  advisory  council  represents  the  citizenry 
by  reviewing  and  advising  on  the  state  mental  health  plan.   The 
Commissioner  of  Mental  Health  also  sits  on  the  council.   The 
Bureau  of  Planning  and  Evaluation  in  the  Department  of  Mental 
Health  is  charged  with  preparation  of  reports  and  review  of 
plans  related  to  an  integrated  system  of  institutional  and  com- 
munity programs.   The  Bureau  also  is  to  recommend  changes  in 
any  part  of  the  integrated  system  through  reviews,  analyses, 
evaluations  and  revisions  of  policies  and  standards. 


Rhode  Island 


The  Department  of  Mental  Health,  Retardation  and  Hospitals  is 
responsible  for  programs  for  mentally  disturbed  persons  in 
Rhode  Island.   Within  that  department,  the  Division  of  Mental 
Health  is  responsible  for  the  administration  of  mental  health 
programs.   No  organizational  chart  was  received  for  review. 
The  Governor's  Council  on  Mental  Health  is  the  advisory  council 
for  the  state.   The  Division  of  Mental  Health  provides  staff 
and  administrative  support  to  the  Governor's  Council.   Com- 
munity mental  health  boards  assure  the  provision  of  mental 
health  services  to  the  community  at  the  local  level.   The  Gov- 
ernor's Council  reviews  services  provided  by  the  community 
mental  health  boards  and  advises  the  Director  of  the  Division 
of  Mental  Health  and  the  Governor  on  said  services.   No  other 
information  on  evaluation  was  available. 
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South  Dakota 

The  Office  of  Mental  Health  of  the  Department  of  Social  Services, 
and  the  Board  of  Charities  and  Corrections  share  responsibility 
for  the  provision  of  programs  and  services  to  the  mentally  dis- 
turbed.  The  Department  of  Social  Services  has  exclusive  respon- 
sibility in  the  deinstitutionalization  program.   The  department 
organizational  chart  shows  direct  line  authority  to  the  Office 
of  Mental  Health.   The  Board  of  Charities  and  Corrections  is 
shown  as  indirectly  linked  in  a  program  coordination  and  budget- 
ary review  function  to  the  Secretary  of  Social  Services.   There 
is  no  formal  communication  link  between  the  Board  and  the  Office 
of  Mental  Health.   The  advisory  council  advises  and  consults 
with  the  Division  of  Mental  Health  and  Mental  Retardation  and 
the  Office  of  Mental  Health  regarding  planning,  coordination 
and  development  of  mental  health  services.   There  are  no  re- 
gional mental  health  organizations  established  within  the  state. 
The  state  mental  health  plan  is  undergoing  revision  and  was 
unavailable  for  review  with  regard  to  the  evaluation  of  pro- 
grams and  services. 

Tennessee 

The  Division  of  Mental  Health  Services  within  the  Department 
of  Mental  Health  and  Mental  Retardation  has  exclusive  respon- 
sibility for  the  provision  of  programs  and  services  to  the 
mentally  disturbed.   An  advisory  council  acts  in  an  advisory 
capacity  to  the  commissioner  and  assistant  commissioners. 
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Tennessee 
(continued) 

There  are  five  regional  mental  health  institutes  serving  as 
backup  for  thirty-one  mental  health  centers  in  thirty  catch- 
ment areas.   The  organizational  chart  shows  a  workable  and 
well-organized  structure  for  the  provision  of  community 
services.   It  also  shows  the  input  of  the  advisory  council 
and  the  input  of  the  community  mental  health  centers.   There 
are  direct  lines  of  communication  from  each  into  the  direct 
service  providers.   No  further  information  was  available 
with  regard  to  program  and  administrative  policy,  and  evalua- 
tion methods  for  programs  and  services. 

Vermont 

The  Department  of  Mental  Health  is  the  sole  agency  with  respon- 
sibility for  programs  and  services  to  the  mentally  disturbed. 
The  department  is  divided  organizationally  into  four  divisions 
and  the  lines  of  authority  seem  well-delineated.   An  advisory 
council  acts  in  an  advisory  and  review  capacity  to  the  com- 
missioner of  Mental  Health.   Staff  assistance  is  provided  to 
them  by  that  department.   It  is  the  responsibility  of  the 
council  to  consult  with  the  department  on  the  development  and 
administration  of  the  Vermont  State  Plan.   It  also  conducts 
an  annual  review  of  the  state  plan  that  includes  an  assessment 
of  achievement  of  goals  contained  in  the  state  mental  health 
program  plan.   No  other  mechanism  for  evaluation  of  programs 
and  services  was  provided  for  in  the  state  plan. 
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Virginia 

The  Department  of  Mental  Health  and  Mental  Retardation  is 
the  lead  agency  for  programs  and  services  for  the  mentally 
disturbed.   Within  this  department,  the  Division  of  Mental 
Health  has  exclusive  responsibility  for  the  deinstitution- 
alization program  and  other  programs  and  services  for  the 
mentally  disturbed.   The  organizational  structure  is  simple 
and  clearly  defined  in  authority  and  responsibility.  Virginia 
has  a  State  Mental  Health  and  Mental  Retardation  Board,  ap- 
pointed by  the  Governor,  which  monitors  the  Department  of 
Mental  Health  and  Mental  Retardation.   The  Board  assumes 
responsibility  for  the  operations  of  the  program  staff  for 
the  mentally  disturbed.   The  state  also  has  created  a  series 
of  community  mental  health  and  mental  retardation  services 
boards  which  represent  various  cities  and/or  combinations 
of  cities  and  counties.   These  are  considered  agents  of  local 
government  and  assume  responsibility  for  planning,  develop- 
ment and  funding  of  community  mental  health  programs.    The 
administrative  relationship  between  these  community  service 
boards  and  the  Department  of  Mental  Health  and  Mental  Retar- 
dation was  not  discussed.   No  copies  of  program  and  admin- 
istrative policy  documents  were  available  for  review.   No 
information  on  program  and  service  evaluation  was  obtained. 
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Washington 

Responsibility  for  programs  and  services  for  mentally  disturbed 
persons  in  Washington  is  shared  within  the  Community  Services 
Division  of  the  Department  of  Social  and  Health  Services.   The 
lines  of  authority  in  the  organization  are  clearly  defined  as 
shown  by  the  organizational  chart.   All  related  social  and 
health  services  of  state  government  were  unified  in  1970 
within  the  Department  of  Social  and  Health  Services,  to  aid 
in  the  coordination  of  various  programs  and  services.   An 
advisory  council  is  asked  to  react  to  upcoming  decisions  and 
to  lend  their  expertise  to  those  decisions.   The  Council  also 
provides  guidance  in  regard  to  certain  questions  of  policy. 
Information  is  provided  to  the  council  through  monthly  meetings 
and  through  informational  copies  of  data  sent  out  by  the  bureau. 
No  information  on  evaluation  of  programs  and  services  was  avail- 
able through  the  State  Plan. 

Wisconsin 

Programs  and  services  to  mentally  disturbed  persons  in  Wisconsin 
is  a  shared  responsibility  between  the  Department  of  Health  and 
Social  Services,  as  lead  agency,  and  the  Department  of  Public 
Instruction.   Numerous  divisions  and  bureaus  within  the  depart- 
ments share  responsibility  for  programs  and  services,  and  for 
the  deinstitutionalization  program  specifically.   No  organiza- 
tional chart  was  received,  so  it  is  impossible  to  tell  what  the 
administrative  structures  of  the  agencies  are.   A  Health  Policy 
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Wisconsin 
(continued) 

Council  has  a  subcommittee  on  mental  health.   This  committee 

serves  as  the  advisory  council.   The  Administrator  of  the 

Division  of  Mental  Hygiene  is  a  member  of  the  committee  ana 

the  staff  from  the  Bureau  of  Planning-Evaluation-Research 

are  staff  to  that  committee.   No  information  on  the  process 

of  evaluation  of  programs  and  services  was  available. 


Wyoming 


Responsibility  for  programs  and  services  to  the  mentally  dis- 
turbed is  shared  between  the  Department  of  Health  and  Social 
Services  and  the  Board  of  Charities  and  Reform.   The  state  is 
not  conducting  an  active  program  of  deinstitutionalization  for 
mentally  disturbed  persons.   No  organizational  chart  was  pro- 
vided for  review  of  the  administrative  structure  of  the  De- 
partment and  Board.   A  mental  disabilities  advisory  council 
was  established  for  the  community  programs  but  no  information 
is  available  on  its  administrative  relationship  to  the  pro- 
viders of  programs  and  services  for  mentally  disturbed  persons. 
Wyoming  has  not  created  regional  mental  health  organizations. 
No  information  on  evaluation  of  programs  and  services  was 
available. 
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A  summary  of  the  identities  of  lead  agencies  for  the  administration 
of  programs  for  DD  and  ED  persons,  by  state,  is  presented  in  Table  III-3. 
States  which  have  vested  responsibility  for  administration  of  both  DD 
and  ED  programs  in  the  same  agency(ies)  are  identified  in  Table  III-4. 
Indications  of  the  types  of  lead  agencies  responsible  for  such  programs 
also  are  presented  in  that  table,  by  state.   Twenty-five  of  the  states 
responding  to  the  survey  have  assigned  responsibility  for  administration 
of  programs  for  both  DD  and  ED  persons  to  the  same  agency(ies);  eight 
states  have  not  done  so.   Data  received  from  eight  states  did  not  allow 
this  judgment  to  be  made.   Programs  for  both  DD  and  ED  persons  most 
often  are  the  responsibility  of  umbrella  human  service  agencies  (11 
states)  and  next  most  often  of  mental  health  agencies  (10  states) .   In 
two  states,  umbrella  agencies  are  responsible  for  programs  for  DD  per- 
sons only.   Six  states  have  vested  lead  agency  responsibility  for  ED 
programs  in  mental  health  departments;  two  have  placed  DD  programs  in 
the  same  type  of  agency.   Only  one  state  has  designated  a  department  of 
institutions  as  lead  agency  for  DD  and  ED  programs,  two  have  done  so 
for  programs  for  the  ED.   A  few  states  have  given  lead  agency  status 
to  departments  of  social  services,  health  and  "other"  categories.   In 
contrast  to  many  states,  Montana  has  no  umbrella  human  service  agency 
and  has  assigned  lead  responsibility  for  administration  of  DD  and  ED 
programs  to  separate  agencies.   Further,  Montana's  programs  for  the 
ED  are  the  responsibility  of  the  Department  of  Institutions,  within  which 
mental  health  programs  have  bureau  status. 
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Table  1 1 1-3.       Summary  Data   —  Survey  of  State   Programs  for   Developmental  ly   Disabled  and   Mentally   Disturbed 
Lead    Agencies  for  Program   Administration 


DEVELOPMENTALLY   DISABLED 


STATE 


MENTALLY   DISTURBED 


Department  of  Health  and  Social  Services; 
Division  of  Mental   Health  and   Developmental 
Disabilities 


Alaska 


Department  of   Health  and  Social  Services; 
Division   of  Mental   Health  and   Developmental 
Disabilities 


Department  of  Mental   Health; 
Division  of  Mental   Retardation 


Alabama 


Department  of  Mental   Health 


Department  of  Economic  Security; 
Bureau  of  Mental  Retardation  and 
Bureau  of  Special  Programs 


Arizona 


No  deinstitutionalization   program.     Mental   health 
services   provided  by  Department  of   Health 
Services;  Division  of  Behavioral   Health  Services 


Department  of  Social  and  Rehabilitation 
Services;  Division  of  Mental  Retardation 
Developmental   Disabilities 


Arkansas 


Department  of  Mental   Health  Services. 

There   is   no  formal   deinstitutionalization   program. 


Health  and  Welfare  Agency;  Department 
of  Health;  Treatment  Services  Division 
for  deinstitutionalization   program.     Many 
other  agencies  are  involved  in  service 
delivery  for   DD 


California 


Health  and  Welfare  Agency;  Department 
of   Health,  Treatment  Services  Division 


Department  of   Institutions; 
Developmental   Disabilities  Division  for 
deinstitutionalization.     DDD  and  generic 
service  agencies  for  service   programs. 


Colorado 


No  answer 


Department  of  Mental   Retardation  for 
deinstitutionalization.     Generic  services 
provided   by  other  departments  under 
supervision  of  DMR 


Connecticut 


No  answer 


Department  of  Health  and  Social   Services; 
Division  of  Mental   Retardation 


Delaware 


Department  of  Health  and  Social  Services; 
Division  of  Mental   Health 


Department  of   Health  and   Rehabilitative 
Services;  Retardation  Program  Office 


Florida 


Department  of  Health  and   Rehabilitative  Services 
Units  within   the  agency  share   responsibility  for 
deinstitutionalization. 


Department  of   Human   Resources;   Division 
of  Mental   Health  and   Mental   Retardation 


Georgia 


Department  of   Human    Resources;   Division   of 
Mental   Health  and   Mental   Retardation 


Department  of   Health 
Responsibilities  are  shared  by  units  within 
that  department 


Hawai 


Department  of   Health 

Responsibilities  are  share   by  units  within  that 
department 


Department  of  Health  and  Welfare; 
Three  divisions  and  bureaus  within  share 
responsibilities 


Idaho 


Department  of   Health  and  Welfare; 
Division  of  Community   Rehabilitation, 
Bureau  of  Mental   Health 
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DEVELOPMEIMTALLY   DISABBLED 


STATE 


MENTALLY   DISTURBED 


Office   of  Planning  and   Programming   . 
deinstitutionalization  program  not 
formally  structured  at  this   time 


Iowa 


Department  of  Social   Services  and  the    Iowa 
Mental   Health  Authority  share   responsibilities 


Department  of  Social  and   Rehabilitation 
Services;  Division  of  Mental   Health  and 
Retardation  Services 


Department  of  Human   Resources; 
Bureau  for   Health  Services 


Kansas 


Kentucky 


Department  of  Social  and    Rehabilitation   Services; 
Division   of  Mental   Health  and    Retardation 
Services.      Other  divisions  also  are   involved   in 
service  delivery 

No  answer 


Department  of  Mental   Health  and 
Corrections;  Bureau  of  Mental   Retardation 


Maine 


No  answer   (presumably  Department  of  Mental 
Health  and   Corrections) 


No  lead  agency 

DD  services  and   programs  are  a  shared 
responsibility.      Deinstitutionalization  is  the 
responsibility  of  the   Department  of  Mental 
Health,   Division  of  Mental   Retardation 


Maryland  Department  of   Health  and  Mental   Hygiene 

Massachusetts  Department  of  Mental   Health 


Department  of  Mental   Health  Michigan 

Department  of  Public  Welfare;  Minnesota 

Responsibilities  are  shared  within  the 
department 

Department  of  Mental   Health;  Mississippi 

Division  of  Mental   Retardation 


Department  of  Mental   Health 

Department  of  Public  Welfare; 

Responsibilities  are  shared  within  the 
department 

Department  of  Mental   Health; 
Division  of  Mental   Retardation 


Department  of  Mental    Health, 
Division  of  Mental   Retardation 
Developmental   Disabilities  and 
Psychiatric  Services 

Office  of  Health  Planning  and   Resources 
and   Developmental  Disabilities  for 
deinstitutionalization.     Others  share  in 
service  delivery 

Department  of  Education     and 
Department  of   Health  and  Welfare 


Missouri 


Nevada 


New   Hampshire 


Department  of  Mental   Health; 

Division   of  Psychiatric  Services  with  other 

divisions  participating 


The  system  is  being  changed.     Mental  Hygiene 
and  Mental   Retardation   responsible  for  program 
and  services 


Department  of   Health  and  Welfare; 
Division   of  Mental   Health 


Department  of   Hospitals  and   Institutions; 
Division  of   Developmental   Disabilities 


New  Mexico  Department  of  Hospitals  and    Institutions; 

Division   of  Mental   Health 


Department  of  Mental  Hygiene; 
Division  of  Mental  Retardation; 
Bureau  of  Developmental   Disabilities 


New   York  Department  of  Mental   Hygiene; 

Division  of  Mental  Health 


Department  of  Human   Resources; 
Division  of  Mental   Health  Services 


North  Carolina  Department  of   Human    Resources; 

Division   of  Mental   Health  Services 
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DE VE LO'MENTALLY   DISABLED 


STATE 


MENTALLY   DISTURBED 


Department  of   Health;  North   Dakota 

Division  of  Mental   Health  and   Retardation 
Services;       Deinstitutionalization   programs 
shared  by  Department  of   Health  and 
Department  of   Institutions 

Department  of  Mental   Health  and   Mental  Ohio 

Retardation   is  lead  agency  but  many  others 
are  involved   in  service  delivery 


Department  of  Health; 

Division  of  Mental   Health  and   Retardation  Services 


Department  of  Mental   Health  and  Mental 
is   responsible  for  deinstitutionalization   and   is 
lead  agency  among  several  responsible  for 
service  delivery 


Department  of   Institutions 
Social  and   Rehabilitative  Services 


Oklahoma 


Department  of  Mental   Health 


Department  of  Human   Resources; 

All  divisions  within  are  responsible  for 

DD  programs,  apparently 


Oregon 


Department  of  Human   Resources; 
Mental   Health  Division  as  lead  agency, 
other  divisions  involved 


with 


No  answer 


Pennsylvania  Department  of  Public  Welfare; 

Office  of  Mental   Health 


Department  of  Mental   Health,   Retardation 
Hospitals:     No  details  provided  on  internal 
delegation  of  authority/responsibility 


Rhode   Island  Department  of  Mental   Health,   Retardation  and 

Hospitals;  Division  of  Mental   Health 


Department  of  Social  Services; 

Office  of  Developmental   Disabilities  and  the 

Board  of  Charities  and  Corrections  share 

responsibility 


South   Dakota  Department  of  Social   Services; 

Office  of  Mental  Health  and  the   Board  of 
Charities  and   Corrections  share   responsibility 


Department  of  Mental   Health  and  Mental 
Retardation;  Division  of  Mental   Retardation 


Tennessee 


Department  of  Mental   Health  and   Mental 
Retardation;  Division   of  Mental   Health  Services 


Department  of  Social  Services; 
Division  of   Family  Services 


Utah 


No  answer 


No  answer  Vermont 

Department  of  Mental   Health  and  Mental  Virginia 

Retardation;  Division  of  Mental   Retardation 


Department  of  Mental   Health 

Department  of  Mental   Health  and  Mental 
Retardation;  Division  of  Mental   Health 


No  answer 

(Presumably  the   Department  of  Social  and 

Health  Services) 


Washington  Department  of  Social  and   Health  Services; 

Community   Services   Division      (All  social   and 
health  services  are   located  within   the  department) 


Department  of  Health  and  Social  Services 
(lead  agency)   and   Department  of  Public 
Instruction 


Wisconsin 


Department  of   Health  and  Social   Services 
(lead  agency)   and   Department  of  Public 
Instruction.      Numerous  divisions  and   bureaus 
within   these  departments  are   involved. 


Department  of   Health  and   Social   Services  and   Wyoming 
The  Board  of  Charities  and   Reform 
No  active  deinstitutionalization   program. 


Department  of   Health  and   Social   Services  and 
The   Board   of  Charities  and   Reform 
No  active  deinstitutionalization   program. 
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Table   1114.  SUMMARY  SHEETS:     STATE   PROGRAMS  SURVEY 

Programs  for  Developmentally  Disabled  and   Emotionally   Disturbed 


DD  &   ED  Programs 

Type  of   Department 

Umbrella 

Same 

Different 

Human 

Social 

Mental 

STATE 

Departmnt 

Departmnt 

Service 

Service 

Health 

Health 

Institutes 

Other 

Alaska 

X 

X 

Alabama 

X 

X 

Arizona 

X 

X  DD 

X   ED 

Arkansas 

X 

X  DD 

X   ED 

California 

X 

X 

X   DD 

Colorado 

? 

? 

X   DD 

Connecticut 

? 

? 

Delaware 

X 

X 

Florida 

X 

X 

Georgia 

X 

X 

Hawaii 

X 

X 

Idaho 

X 

X 

Iowa 
Kansas 

X 

X   ED 

X    FD 

X   DD 

X 

X 

Kentucky 

? 

? 

X  DD 

Maine 

? 

? 

X   DD 

Maryland 

Massachusetts 

Michigan 

X* 

*no  lead  at 
X 

X* 
*no  lead 

lency  for  Dl 

agency  for 
>  service 

DD 

X 
X 

X   ED 

Minnesota 

X 

X 

Mississippi 

X 

X 

Missouri 

X 

X 

Nevada 

X 

X   ED 

X   DD 

New   Hampshire 
New  Jersey 

X* 
*no  respor 

X   ED&DC 
sibility  for 

) 

DD  is  shared 

X 

New  Mexico 

X 

X 

New  York 

X 

X 

North   Carolina 

X 

X 

North   Dakota 
Ohio 

X 

X* 

*Responsil 

lility  for  DC 

1  deinst.  sha 

X   ED&DD 
•ed 

X* 

X   DD 

Oklahoma 

X 

*Many  agi 
X   ED 

sncies  invol 

/ed   in  servi 
X   DD 

Oregon 

X 

X 
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Table  111-4.  SUMMARY   SHEETS:      STATE   PROGRAMS  SURVEY 

Programs  for   Developmentally  disabled   and  emotionally  disturbed 


DD  &   ED  Programs 

Type   of   Department 

Umbrella 

Same 

Different 

Human 

Social 

Mental 

STATE 

Departmnt 

Departmnt 

Service 

Service 

Health 

Health 

Institut'ns 

Other 

Pennsylvania 

? 

? 

X  ED 

Rhode   Island 

X 

X 

South  Carolina 

South  Dakota 
Tennessee 

X* 

"two  depar 
X 

tments  shar< 

responsibil 

X  DD&ED 
ty  for  both 

programs 

X 

X  DD&ED 

Texas 

Utah 

? 

? 

X   DD 

Vermont 

? 

? 

X   ED 

Virginia 

X 

X 

Washington 

? 

? 

X   DD 

West  Virginia 

Wisconsin 

X 

X 

Wyoming 

X* 
"two  depa 

rtments  shi 

re  responsi 

bilities  for 

each  progre 

m 

TOTAL 

25 

8 

11 

1 

1 

10 

1 

1 

8  unknt 

iwn 

2DD  only 

3DD  only 
2ED  only 
1  DD&ED 

1 DD&ED 

6  ED 
2DD 

2DD 

4  DD 
1  ED 
1  DD&ED 
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Summary 

A  survey  of  state  governments  was  undertaken  to  determine  the 
existence  and  structure  of  service  and  deinstitutionalization  pro- 
grams for  DD  and  ED  persons,  for  purposes  of  comparison  with  the 
approach  Montana  has  taken  to  such  programs.   Results  were  received 
from  38  states  regarding  programs  for  DD  persons  and  37  states 
regarding  programs  for  ED  persons. 

Inspection  of  the  results  indicated  that  most  states  have  in- 
stituted active  programs  of  deinstitutionalization  for  both  DD  and 
ED  persons.   Responsibility  for  DD  service  programs  is  exclusive  to 
one  agency  in  only  nine  of  38  states  responding  to  the  survey.   In 
contrast,  the  majority  of  states  have  placed  responsibility  for  ED 
service  programs  within  a  single  agency.   Assignment  of  responsibility 
for  deinstitutionalization  has  followed  a  similar  trend.   About  one- 
third  of  the  states  have  vested  authority  for  deinstitutionalization 
of  DD  persons  within  a  single  bureau  or  division;  nearly  two-thirds 
have  assigned  responsibility  for  deinstitutionalization  of  ED  persons 
to  a  single  bureau  or  division.   Less  than  one-third  of  the  states 
responding  to  the  survey  have  created  regional  DD  advisory  councils; 
just  over  one-half  have  created  regional  mental  health  organizations. 
About  two-thirds  of  the  states  have  assigned  responsibility  for  ad- 
ministration of  programs  for  both  DD  and  ED  persons  to  the  same  agency(ies) 
Umbrella  human  service  agencies,  followed  by  mental  health  agencies, 
were  the  types  of  government  bodies  most  often  assigned  responsibility 
for  both  DD  and  ED  programs. 

Montana's  deinstitutionalization  programs  for  DD  and  ED  persons 
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are  similar  to  those  of  other  states,  at  least  in  terras  of  assignment 
of  administrative  responsibility.   Montana  differs  from  most  states 
in  having  created  regional  DD  advisory  councils,  in  separating  respon- 
sibility for  programs  for  DD  and  ED  persons  and  in  assigning  responsi- 
bility for  deinstitutionalization  of  ED  persons  to  the  Department  of 
Institutions.   Further,  Montana  has  no  umbrella  human  service  agency. 

More  detailed  discussion  of  administrative  and  organizational 
aspects  of  state  programs  for  DD  and  ED  persons  are  discussed  above. 

Further  research  of  the  comparative  administrative  experiences 
and  efficiency  of  programs  assigned  to  single  or  multiple  agencies 
could  prove  useful  to  program  managers  and  planners.   Similarly, 
comparison  of  the  performance  of  umbrella  agencies  to  that  of  single- 
purpose  agencies  could  be  illuminating.   Finally,  examination  of  the 
relative  benefits  of  regional  advisory  bodies  and  service  organizations, 
and  of  the  manner  and  extent  to  which  autonomy  is  assigned  them  could 
be  useful. 
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IV.   CURRENT  PROFESSIONAL  LITERATURE:   A  PRESENTATION  OF  RELEVANT 
FINDINGS  REGARDING  CLIENT  AND  PROGRAM  CHARACTERISTICS  IN 
DEINSTITUTIONALIZATION 


IV.   CURRENT  PROFESSIONAL  LITERATURE:   A  PRESENTATION  OF  RELEVANT 

FINDINGS  REGARDING  CLIENT  AND  PROGRAM  CHARACTERISTICS  IN 

DEINSTITUTIONALIZATION 

A  review  of  the  professional  literature  was  conducted  to  identify 
analyses  of  the  following  areas: 

1.  Studies  of  administrative  structures  or  the  content  of 
deinstitutionalization  programs  for  the  developmentally 
disabled  (DD)  and  emotionally  disturbed  (ED) .   Particu- 
lar attention  was  to  be  paid  to  those  articles  discuss- 
ing strengths  and  weaknesses,  successes  and  failures 
and  model  applications  of  such  programs. 

2.  Management-oriented  discussions  of  deinstitutionaliza- 
tion programs  that  have  succeeded  or  failed. 

3.  Personal  characteristics  of  DD  and  ED  persons  which 
correlate  with  successful  or  unsuccessful  community 
placement. 

4.  Identification  of  specific  problems  noted  in  deinstitu- 
tionalization programs. 

No  attempt  was  made  to  summarize  theoretical  or  philosophical  dis- 
cussions of  deinstitutionalization.   Further,  no  consideration  was 
given  to  discussions  of  clinical  issues  and  differing  approaches  to 
therapy.   Such  issues  are  beyond  the  scope  of  this  project.   Finally, 
with  the  exception  of  some  general  publications,  articles  published 
prior  to  1970  were  not  reviewed. 

Few  of  the  items  reviewed  directly  addressed  the  areas  listed 
above.   Many  were  oriented  toward  ideological  arguments  in  favor  of 
or  opposed  to  deinstitutionalization.   The  literature  cited  below  was 
selected  for  itts  relevance  to  the  problems  and  issues  now  confronting 
Montana's  deinstitutionalization  programs.   The  material  cited  is  not 


an  exhaustive  list.   Those  items  considered  most  representative  of  a 
"type"  are  presented.   Material  relating  to  programs  for  the  DD  and 
ED  are  combined  in  this  chapter.   Publications  addressing  program 
issues  are  presented  first,  followed  by  those  discussing  client 
characteristics . 

The  publication  most  pertinent  to  the  scope  of  this  study  was 
prepared  by  Kakalik,  et  al  (1976),  for  the  Rand  Corporation,  under  a 
grant  from  the  Max  C.  Fleishmann  Foundation.   The  authors  conducted 
a  comprehensive  analysis  of  services  and  service  delivery  programs 
for  mentally  handicapped  persons  in  Nevada.   Included  in  the  study 
was  an  identification  of  major  problems  with  present  services  and 
programs  in  Nevada  and  recommended  solutions.   The  problems  noted 
by  the  authors  are  very  similar  to  those  of  Montana's  programs  as 
discussed  above;  their  recommendations  also  appear  applicable  to 
Montana.   A  list  of  recommendations  from  this  Kakalik,  (1976)  study 
follows.   Some  recommendations  are  reprinted  verbatim,  others  are 
paraphrased.   Interested  persons  are  encouraged  to  review  both 
volumes  of  the  Kakalik  (1976)  study. 

Nevada  -  Recommendation  1:   That  regional  program  direction 
centers  be  established.   The  authors  had  noted  that  services  for 
mentally  handicapped  persons  were  highly  fragmented,  ill-coordinated 
and  discontinuous.   The  authors  suggested  that  regional  centers 
would  serve  to  correct  these  problems  by  providing  a  single  locus 
for  program  direction,  coordination  and  responsibility. 

Nevada  -  Recommendation  2:  Inputs  to  major  service  system  deci- 
sions by  appropriate  citizens  and  professional  advisory  groups  should 
be  significantly  strengthened. 
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Nevada  -  Recommendation  3-11:   Preventive  screening  and  identi- 
fication programs  should  be  established,  monitored  and  enforced  for 
high  risk  groups  and  families.   Further,  the  responsibility  for  such 
programs  should  be  clearly  delegated. 

Nevada  -  Recommendations  12-19:   There  should  be  an  expansion  of 
special  education  programs  and  staff  for  mentally  handicapped  persons, 
provision  for  more  specific  definitions  of  handicapping  conditions, 
greater  enforcement  of  program  standards,  improvement  of  referral 
systems,  and  increased  use  of  management  information  systems  in  such 
programs. 

Nevada  -  Recommendations  20-23:   All  authorized  staff  positions 
in  mental  health  centers  should  be  filled;  the  staff  of  rural  mental 
health  clinics  should  be  increased;  a  full  range  of  professional 
mental  health  skills  and  24-hour  crisis  intervention  services  should 
be  provided;  and  a  focus  should  be  developed  which  is  oriented  toward 
serving  those  with  substantial  mental  health  disorders. 

Nevada  -  Recommendation  27:   "Provide  mental  health  services  to 
mentally  retarded  ...  and  their  families  if  they  need  them." 

Nevada  -  Recommendation  31:   "Implement  improved  follow-up  treat- 
ment to  provide  a  continuity  of  care  for  mental  health  patients  re- 
leased from  . . . ;  mandatory  improved  follow-up  procedures  also  should 
be  established  to  help  ensure  that  people  released  from  other  state- 
operated  residential  mental  health  treatment  programs  . . .  receive 
adequate  follow-up  services." 

Nevada  -  Recommendation  32:   "Create  mental  health  service  pro- 
grams for  children  and  adults  that  provide  an  intermediate  level  of 
mental  health  services  over  an  extended  period  of  time  to  people  with 

chronic  mental  health  disorders." 

IV-3 


Nevada  -  Recommendation  33:   "Create  halfway  houses  operated  in 
conjunction  with  mental  health  centers  ..." 

Nevada  -  Recommendations  38-46:   "Establish  improved  information 
systems  for  monitoring  and  managing  mental  health  program  operations 
...  and  mental  retardation  program  operations,  including  the  effective- 
ness of  services." 

Nevada  -  Recommendation  43:   "Provide  the  state  technical  staff 
working  with  mentally  retarded  people  with  improved  training  in  the 
provision  of  developmental  services." 

Nevada  -  Recommendation  56:   "Expand  special  vocational  education 
programs  to  provide  vocational  services  to  ....  severely  emotionally 
disturbed  youth." 

Nevada  -  Recommendation  57:   "Increase  the  number  of  referrals  . . . 
of  persons  suspected  of  having  mental  handicaps  who  are  not  placed 
in  jobs  within  a  short  time." 

Nevada  -  Recommendation  59:   "Improve  outreach  and  referral 
among  vocational  service  programs  and  other  nonvocational  programs 
serving  mentally  handicapped  people  ...  " 

Nevada  -  Recommendation  60:   "Either  expand  the  vocational  rehab- 
ilitation program  to  serve  more  of  the  severely  handicapped  people 
in  need  or  restructure  (program)  . . .  priorities  . . .  (to  accomplish  the 
same  end)." 

Nevada  -  Recommendation  63:   "At  least  double  the  number  of  people 
served  by  the  developmental  home  and  sheltered  living  apartment  pro- 
grams. " 
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Nevada  -  Recommendation  64:   "Establish  facility  and  personnel 
standards  and  licensing  procedures  specifically  for  private  develop- 
mental homes  and  sheltered  living  apartments  for  retarded  people, 
and  require  that  staff  members  receive  specified  levels  of  training." 

Nevada  -  Recommendation  65:   Responsibility  for  all  supervision 
of  mentally  retarded  people  living  in  private  developmental  homes 
should  be  assigned  to  a  single  entity. 

Nevada  -  Recommendation  66:   "Establish  special  minimum  standards 
and  supervision  for  foster  homes  and  adult  group  care  and  family  care 
facilities  that  provide  supervised  residential  living  for  people  with 
mental  health  disorders,  mental  retardation,  and  alcohol  or  drug  abuse 
problems." 

Nevada  -  Recommendation  69:   "Identify  each  mentally  handicapped 
person  receiving  financial  assistance,  refer  him  or  her  to  other  ap- 
propriate service  programs  . . .  and  maintain  much  more  complete  program 
planning  data." 

Nevada  -  Recommendation  71:   "Supplement  the  federal  SSI  payments 
to  mentally  disabled  people  with  state  funds  to  provide  a  more  nearly 
adequate  level  of  income  assistance." 

Other  studies  reviewed  by  this  project  address  more  general  topics 
and  are  presented  below  as  discussions  of  issues  and  problems  similar 
to  those  encountered  within  Montana's  deinstitutionalization  programs. 

Bachrach  (1976)  in  an  overview  of  deinstitutionalization,  identified 
the  primary  issues  that  movement  must  face  and  resolve  if  it  is  to  achieve 
its  promise. 

Items  from  this  study  of  particular  relevance  to  Montana's  programs 
are  paraphrased  below. 
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Patient  selection  issues: 

.  Some  community  programs  avoid  "chronic"  clients  because 
they  are  less  rewarding  to  work  with  and  are  apt  to  show 
less  dramatic  progress; 

.  Many  clients  who  are  deinstitutionalized  are  inadequately 
prepared  for  community  life.   Their  institutional  experi- 
ence often  provides  limited  or  no  training  in  practical 
survival  skills. 

Treatment  issues: 

.  Community  programs  often  cannot  provide  an  adequate  range 
of  services  to  all  clients  who  might  benefit  from  dein- 
stitutionalization; 

.  Community  services  are  ill-coordinated  and  fragmented. 
Communication  among  services  is  often  poor  and  responsi- 
bility for  service  delivery  is  often  fragmented.   Bachrach 
(1976)  noted  that  some  professionals  in  the  field  have 
called  for  the  delegation  of  responsibility  for  service 
delivery  to  a  single  agency,  to  reduce  such  problems; 

.  Community  services  may  be  inaccessible  to  some  clients 
due  to  social,  geographic,  temporal  or  financial  barriers; 

.  The  quality  of  care  in  some  community  programs  is  question- 
able, with  some  programs  making  excessive  use  of  psycho- 
active drugs. 

Quality  of  life  issues: 

.  Adequate  community  support  systems  (social  contacts,  rein- 
forcements) may  be  limited  or  inaccessible; 

.  There  is  a  lack  of  appropriate  housing  and  living  arrange- 
ments. 

Community  issues: 

.  Communities  may  resist  the  deinstitutionalization  process 
or  specific  deinstitutionalized  clients; 

.  Effects  of  "deinstitutionalization"  on  communities  can  be 
negative  if  such  programs  are  not  well  planned  and  appro- 
priate.  Such  programs  should  avoid  "saturating"  certain 
areas; 

.  Hospital  closures  can  engender  negative  community  impacts; 

.  Home  placement  of  clients  may  pose  undue  burdens  on  the 
client's  family. 
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Financial  issues: 


.  There  are  serious  fiscal  problems  in  the  deinstitutionaliza- 
tion movement .   Chief  among  these  is  the  unknown  impact  of 
the  movement  upon  the  welfare  system. 

Legal  issues: 

.  A  balance  must  be  struck  between  the  civil  rights  of  the  in- 
dividual client  and  those  of  individuals  in  the  community. 

Information  and  accountability  issues: 

.  Deinstitutionalization  must  more  adequately  identify  the 
population  to  be  served  and  determine  whether  this  target 
group  is  being  reached.   To  date  this  task  has  received 
too  little  attention; 

.  Clients  who  are  being  served  must  be  accounted  for  to  in- 
sure appropriate  treatment; 

.  Follow-up  studies  of  deinstitutionalized  clients  have  been 
inadequate.  Such  studies  are  necessary  if  the  movement  is 
to  be  evaluated  and  improved. 

Additional  issues: 

.  Deinstitutionalization  often  has  proceeded  so  rapidly  that 
appropriate  preparation,  planning  and  problem  solving  have 
been  neglected; 

.  Inadequate  attention  has  been  paid  to  client  desires.  Client 
satisfaction  is  essential  to  successful  community  placement; 

.  Inadequate  attention  has  been  paid  to  the  "role-blurring" 
through  which  clients  and  mental  hospitals  must  go  during 
the  deinstitutionalization  process.   Inadequate  training  in 
acceptable  community  roles  for  the  client,  the  institution 
and  the  community  program  works  against  successful  deinsti- 
tutionalization; 

.  Some  disenchantment  with  deinstitutionalization  has  been 
noted  in  professional  circles. 

In  her  conclusion,  Bachrach  (1976)  recommended  that  the  deinstitu- 
tionalization movement  take  the  following  specific  actions: 

1.  Avoid  territorial  arguments  with  related  service  programs; 

2.  Avoid  precipitous  actions,  particularly  the  hasty  closure 
of  mental  hospitals; 
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3.  Set  and  monitor  standards  for  residential  facilities.   In 
addition,  avoid  overloading  and  overselling  such  facilities; 

4.  Conduct  more  thorough  preadmission  screening  of  both  clients 
and  service  agencies,  before  clients  are  assigned  placements; 

5.  Improve  prerelease  planning  at  hospitals,  including  develop- 
ing good  referral,  tracking  and  follow-up  systems; 

6.  Engage  in  more  thorough  cooperative  efforts  with  related 
service  groups  and  agencies,  and  consider  efforts  to  more 
thoroughly  integrate  services;  and, 

7.  Institute  consistent  and  effective  client  and  service  moni- 
toring systems. 

Change  in  the  roles  and  functions  of  state  institutions  is  often  a 
consequence  of  deinstitutionalization.   Barter  (1975)  noted  the  storm 
of  protest  and  controversy  surrounding  the  closure  and  threatened 
closure  of  state  hospitals.   He  noted  that  little  consideration  was 
given  of  the  impact  of  such  activities  on  the  skilled  staff  of  the 
hospitals  in  question.   Fears  and  antagonisms  generated  by  the  closures 
hindered  implementation  of  the  community-based  program*   Sills  (1975) 
commented  upon  both  positive  and  negative  aspects  of  the  depopulation 
of  a  Massachusetts  hospital.   The  improvement  in  hospital  services 
when  community-based  staff  were  given  partial  responsibility  for  hos- 
pital operations  was  of  interest.   The  hospital  census  dropped  more 
rapidly  than  expected  and  placement  activities  flowed  smoothly;  how- 
ever, antagonism  between  hospital  and  community  staff  became  quite 
strong.   In  addition,  as  the  hospital  census  dropped,  budget  cuts  were 
imposed  with  drastic  effect,  and  the  hospital  is  now  staffed  as  a  large 
nursing  home  would  be. 

Community-based  service  programs  for  deinstitutionalized  persons 
confront  a  number  of  problems.   Among  those  problems  is  that  of  community 
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acceptance.   A  paper  edited  by  Armstrong  (1976)  addressed  the  difficulties 

associated  with  community  acceptance  of  deinstitutionalization  programs 

and  their  clients.   Public  fear  and  resistance  were  identified  as  major 

obstacles  to  community-based  programs  in  other  states.   To  gain  community 

support  and  overcome  resistance  to  community-based  programs  the  authors 

suggested: 

.  enlisting  the  support  of  a  powerful  intermediary; 

.  becoming  well  versed  in  the  methods  the  "opposition 
will  use"; 

.  becoming  aware  of  the  specific  aspects  of  the  pro- 
gram or  client  that  are  objectionable  to  the  com- 
munity; 

.  capitalizing  upon  the  reputation  and  characteristics 
of  successful  programs; 

.  engaging  in  active  communication  with  and  education 
of  the  community; 

.  patronizing  local  businesses  and  programs. 

Justice,  et  al  (1971)  discussed  management  problems  associated  with 
providing  foster  care  for  the  retarded.   The  most  frequently  reported 
difficulty  was  public  misunderstanding  and  a  lack  of  community  accep- 
tance.  Foster  care  providers  were  also  frequently  confronted  with 
serious  gaps  in  service  availability,  including  day  programs,  prevoca- 
tional  counseling,  vocational  training  programs  and  sheltered  workshops. 

Interview  data  collected  in  Montana  for  this  evaluation  project 
have  highlighted  matters  that  interfere  with  the  implementation  of 
Montana's  deinstitutionalization  programs.   Similar  problems  have  been 
noted  in  other  states.   Gilman  (1974)  discussed  the  results  of  his 
follow-up  of  persons  affected  by  Massachusetts'  deinstitutionalization 
program.   He  observed  that  many  clients  scheduled  for  community  placement 
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still  remained  in  institutions.   Gilman   (1974)  attributed  this  to: 

1.  Insufficient  manpower  to  conduct  client  reviews  and 
planning; 

2.  Inadequate  community  living  alternatives  and  employ- 
ment opportunities; 

3.  Little  or  no  integrated  planning,  communication  and 
coordination  of  service  delivery  within  the  system; 

4.  A  clinical,  rather  than  community  organizational 
model,  characterized  service  programs  in  both  the 
institutions  and  the  community  programs;  and 

5.  Inadequate  funding. 

Gilman  (1974)  concluded  that  significant  changes  in  the  care  of 
mentally  retarded  persons  will  require  a  program  characterized  by  a 
firm  administrative  base,  adequate  funding,  effective  planning  and 
coordination,  improved  links  with  other  services  and  a  reappraisal  of 
appropriate  professional  qualifications. 

McCarver  and  Craig  (1974)  in  a  discussion  of  patient  tracking 
and  program  evaluation,  noted  "the  literature  surrounding  the  post- 
institutional  adjustment  of  the  mentally  retarded  is  replete  with 
inconclusive,  discrepant  and  contradictory  findings."   As  a  result 
client  placement  is  typically  accomplished  on  a  trial  and  error  basis, 
and  program  evaluation  is  largely  subjective.   McCarver  and  Craig 
(1974)  suggested  the  following  to  guide  future  research  in  the  area: 

1.  The  use  of  consistent  criteria  to  judge  the  success 
or  failure  of  community  placement.  The  present  in- 
consistent criteria  makes  useful  studies  impossible; 

2.  The  avoidance  of  sample  attrition-"  ...  virtually 
all  subjects  can  be  located  if  enough  time  and  effort 
is  expended"; 

3.  Data  collection  methods  should  rely  on  contacts  with 
the  client  or  those  very  familiar  with  him;  and 
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4.   The  client  should  be  allowed  sufficient  time  in  the 
community  -  at  least  one  year. 

Community-based  service  programs  for  the  developmentally  disabled 
and  the  emotionally  disturbed  are  supported  in  large  measure  by  public 
funds.   As  a  consequence,  such  programs  are  subject  to  public  scrutiny, 
which  includes  fiscal  and  other  program  evaluation.   Some  community 
programs  have  experienced  difficulty  in  satisfying  the  demands  of  such 
program  evaluations. 

Schwartz  and  Epps  (1974)  in  an  analysis  of  service  delivery  in  a 
California  mental  health  center,  indicated  that  data  collection  systems 
in  use  did  not  allow  the  centers  to  discriminate  between  clients  who 
repeatedly  received  services  and  those  who  were  receiving  services 
for  the  first  time.   The  authors  noted  that  the  inability  to  make  such 
discriminations  seriously  limits  the  agency's  ability  to  make  accurate 
estimates  of  service  costs  and  service  demand  and  to  compare  costs 
under  different  service  systems.   Unless  services  can  be  tied  to 
specific  patients,  demand  and  cost  can  be  seriously  underestimated. 
The  study  concluded  that  the  development  of  reliable  patient  tracking 
systems  should  be  given  high  priority  by  planners  and  program  managers. 

Increased  attention  to  community  mental  health  programs  by  govern- 
ment bodies  has  aroused  some  concern  in  professional  circles.   Such 
concerns  were  voiced  at  a  conference  of  members  of  the  Federation  of 
Partial  Hospitalization  Study  Groups  (Cochran,  1977).   Mention  was 
made  of  excessive  paper  work  demands,  bureaucratic  interference  in 
clinical  matters,  government  regulation  to  the  point  that  services 
cannot  be  delivered,  and  so  on.   Conferees  discussed  such  topics  as 
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insurance  coverage,  utilization  review,  partial  hospitalization,  day 

care  coupled  with  brief  hospitalization  and  so  on.   Special  problems 

of  deinstitutionalized  clients  also  were  discussed.   These  problems 

included: 

.  a  different  time  orientation  -  institutional  time  is  not 
.as  dynamic  or  demanding  as  is  community  time; 

.  treatment  goals  should  be  limited,  at  least  initially, 
to  avoid  placing  undue  pressures  on  the  client; 

.  realistic  treatment  goals  should  also  be  set  with  the 
staff  in  mind,  to  avoid  staff  frustration; 

.  clients'  space  orientation  is  far  more  limited.   In- 
stitutional settings  are  far  more  compact  -  community 
spaces  and  distances  can  threaten  some  clients; 

.  client  orientation  toward  independence  may  be  limited. 
Independence  can  also  be  interpreted  by  some  clients 
as  abandonment  -  good  follow-up  is  necessary  to  elimin- 
ate such  fears;  and 

.  separate  program  orientations  are  necessary  for  "acute" 
and  "chronic"  clients. 

Judging  from  the  literature  reviewed  in  the  context  of  this  study, 
systematic  analysis  of  and  experimentation  with  the  structure  of  de- 
institutionalization programs  was  begun  only  recently  in  the  United 
States.   The  relative  novelty  of  the  deinstitutionalization  movement 
can  provide  opportunities  for  innovation  in  the  delivery  of  human 
services.   Stein,  et  al  (1975),  proposed  a  community  treatment  model 
in  which  hospitalization  is  virtually  eliminated.   The  authors  con- 
tended that  treatment  failures  often  stem  from  the  nature  of  existing 
treatment  systems  which  do  not  effectively  address  client  disabilities. 
In  contrast  to  hospital-based  systems,  community  systems  demand  and 
reinforce  more  appropriate  behaviors,  provide  more  healthy  role  models 
for  clients  and  require  less  generalization  for  successful  application 
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of  learned  behaviors.   The  community  system  proposed  by  the  authors 

complies  with  the  following  guidelines: 

.  in-hospital  treatment  is  virtually  eliminated,  "even 
with  extremely  symptomatic  patients",  in  order  to 
avoid  fostering  dependency  and  institutionalization; 

.  treatment  concentrates  on  teaching  coping  skills 
necessary  for  community  living; 

.  work  with  families  and  significant  others  is  aimed 
at  breaking  "pathologically  dependent  relationships"; 

.  staff  members  relate  to  clients  as  responsible  in- 
dividuals; 

.  a  close  relationship  is  maintained  with  a  very  wide 
variety  of  community  resources ,  to  insure  consistency 
and  continuity  in  treatment;  and 

.  staff  members  adopt  an  assertive  stance. 

The  results  of  this  approach,  to  date,  indicated  that  the  authors' 
approach  is  a  feasible  alternative  to  mental  hospital  treatment. 

An  understanding  of  client  characteristics  that  correlate  with 
successful  and  unsuccessful  community  placements  should  be  helpful  to 
program  planners  and  clinicians.   Given  such  information,  planners 
and  therapists  may  be  able  to  better  match  clients  and  placement  op- 
portunities.  However,  the  literature  contained  few  references  di- 
rectly addressing  this  type  of  information.   Representative  studies 
that  were  reviewed  are  presented  below  in  abstracted  form. 

Two  studies  of  retarded  clients  placed  in  community  programs 
identified  skills  and  variables  that  coincided  with  successful  place- 
ment.  Miller,  et  al  (1975)  reviewed  the  case  records  of  158  retarded 
persons  placed  in  closely  supervised  foster  homes  in  Michigan  between 
the  years  1954  and  1964.   Of  the  158  clients  whose  records  were  re- 
viewed, 40  failed  to  reach  the  success  criterion  -  a  personal  adjustment 
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to  one  or  two  foster  homes  in  a  period  of  two  years.   The  authors 
noted  that  an  ability  to  control  impulses  and  a  capacity  for  social 
communication  were  significantly  related  to  successful  placement. 
The  environmental  variables  of  length  of  institutional  stay  and 
previous  home  environment  were  not  significantly  related  to  success. 
Moen,  et  al  (1975)  compared  the  case  records  of  72  successfully 
placed  retarded  clients.   The  authors  found  no  significant  differ- 
ences between  the  groups  on  the  variables  of  sex,  age,  age  at 
first  institutional  admission  and  length  of  institutional  stay. 
Aggressive  behavior  and  lack  of  self-help  skills  were  found  to  be 
the  most  common  problems  for  those  clients  whose  placements  were 
unsuccessful.   The  authors  suggested  that  special  training  be  given 
to  clients  to  overcome  such  deficiencies  before  they  are  placed. 

A  series  of  articles  by  Anthony  and  Buell  (1973,  1973  and  1975) 
address  the  relationship  between  demographic  characteristics  of 
psychiatric  patients  and  successful  community  placements.   In  a 
1973  study  of  demographic  characteristics  as  predictors  of  recidivism 
and  posthospital  employment,  the  authors  identified  the  number  of 
previous  hospitalizations  as  the  most  useful  predictor  of  future 
hospitalization.   The  previous  employment  history  of  clients  also 
was  found  to  be  a  significant  predictor.   The  authors  concluded 
that  past  client  behavior  is  the  best  predictor  of  future  client  be- 
havior.  They  added  that  no  known  psychiatric  treatment  technique 
used  in  mental  hospitals  is  as  useful  a  predictor  of  treatment  out- 
come as  are  the  two  variables  they  discussed. 

In  a  review  article  concerning  the  same  topic,  Buell  and  Anthony 
(1975)  found  that  discharged  psychiatric  clients  with  the  greatest 
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possibility  of  successful  community  placement  were  characterized  by 
fewer  previous  hospitalizations  of  shorter  duration.   In  addition, 
they  were  more  apt  to  have  nonpsychotic  diagnosis,  more  stable  employ- 
ment histories  and  to  be  married.   Their  conclusion  again  was  that 
past  client  behavior  is  the  best  prediction  of  future  behavior. 
Anthony  and  Buell  (1973)  also  studied  the  relationship  between  pa- 
tient demographic  characteristics  and  the  effectiveness  of  psychiatric 
aftercare  clinics.   Client  recidivism  and  posthospital  employment  were 
chosen  as  indicators  of  clinic  effectiveness.   Ten  demographic  char- 
acteristics were  considered  -  none  of  them  related  significantly  to 
aftercare  clinic  attendance.   The  authors  concluded  that  aftercare 
clinic  effectiveness  does  not  appear  to  be  a  function  of  the  clinics 
receiving  a  demographically  "better  risk"  patient.   However,  the 
authors  added  that  the  data  does  not  allow  one  to  state  conclusively 
that  clinic  effectiveness  is  not  due,  to  some  degree,  to  client  char- 
acteristics. 

The  relationship  between  hospital  readmissions  and  personal/en- 
vironmental variables  was  discussed  by  Franklin,  et  al  (1975).   The 
authors  found  that  most  of  the  52  factors  studied  bore  no  significant 
relationship  to  hospital  readmission.   The  source  of  a  client's  in- 
come did  have  significant  bearing  on  hospital  readmissions,  however. 
Those  clients  with  stable  or  personal  sources  of  income  were  more  apt 
to  remain  in  the  community.   Differences  in  marital  status  after 
discharge  (married  clients  were  less  likely  to  be  readmitted) ,  per- 
sonal relationships  with  spouses  and  participation  in  socially  accepted 
activities  also  were  found  to  be  significant  variables.   The  authors 
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concluded  that  readmissions  occur  as  a  function  of  many  variables, 
the  most  important  of  which  are  states  of  socio-psychological- 
economic  dependency,  poor  interpersonal  relationships  with  signifi- 
cant others,  poor  self-images  and  a  lack  of  meaningful  social 
outlets.   They  added  that  many  patients  also  are  readmitted  because 
they  find  the  hospital  a  familiar  and  comfortable  environment. 

Finally,  Fakhrudden,  et  al  (1972)  reported  their  review  of 
508  chronic  psychiatric  patients  five  years  after  discharge  to  the 
community.   Demographic  characteristics  of  the  patients  were  reported. 
The  authors  reported  that  the  ability  of  patients  to  remain  in  the 
community  seemed  independent  of  the  average  length  of  stay  in  mental 
hospitals.   They  also  noted  that  over  one-half  of  readmissions  to 
the  hospital  occurred  within  the  first  year  of  discharge  and  concluded 
that  the  first  year  after  discharge  was  the  most  critical  period  of 
adjustment.   Some  patients  who  remained  in  the  community  still  dis- 
played residual  psychosis  and  problematic  behaviors.   Their  continued 
residence  in  the  community  was  attributed  to  the  close  contact  of 
the  mental  health  centers  with  their  families.   The  authors  concluded 
that  chronic  as  well  as  acute  psychiatric  patients  can  be  kept  in 
the  community,  given  continuity  of  care  and  close  contact  with  a 
mental  health  clinic. 
Conclusion 

The  literature  reviewed  in  this  section  is  presented  to  highlight 
the  problems  and  strengths  of  Montana's  deinstitutionalization  programs, 
It  may  be  used  to  sensitize  the  reader  to  difficulties  experienced  by 
other  states  and  to  alert  him  to  similar  problems  that  exist  or  nay 
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soon  appear  in  Montana. 

In  summary,  the  articles  indicated: 

.  management  of  deinstitutionalization  programs  should 
focus  more  intensely  on  coordination  and  cooperation 
with  related  human  service  agencies,  more  comprehen- 
sive planning,  clarification  of  areas  of  responsibil- 
ity and  authority,  and  the  generation  of  reliable  data 
for  the  purposes  of  program  monitoring  and  evaluation; 

.  community  resistance  and  misunderstanding  often  go 
hand  in  hand  with  the  success  or  failure  of  deinsti- 
tutionalization programs.   This  should  be  anticipated 
and  careful  steps  should  be  taken  to  resolve  those 
issues; 

.  concepts  and  practices  in  the  deinstitutionalization 
movement  often  are  ill-defined  and  inconsistently 
applied.   This  poses  difficulties  for  the  public, 
and  clients  and  staff  involved  in  the  movement; 

.  gaps  and  discontinuities  in  services  and  resources 
exist  and  hinder  the  progress  of  deinstitutionaliza- 
tion; 

.  little  consistent  and  revealing  data  have  been  col- 
lected concerning  the  characteristics  of  clients  who 
are  most  apt  to  be  successfully  deinstitutionalized; 
and 

.  the  deinstitutionalization  movement  may  be  prone  to 
too  hasty  action.   Lasting  progress  and  public  ac- 
ceptance will  require  careful,  well-planned  actions. 
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APPENDIX  IIa-1   INTERVIEW  FORM:   DEINSTITUTIONALIZATION  PROJECT  — 

COUNCIL  MEMBERS 


Name:  Date: 


INTERVIEW     FORM:     Deinstitutionalization     Project  -  Council  Members 


Is  there  a  single,  clearly  written  policy  document  or  plan  that  indicates  the  goals  and 
objectives  of  the  Montana  state  deinstitutionalization  program?     Yes  No  

A)  What  is  the  name  of  that  document? 

B)  What  elements  does  that  document  contain? 


C)     Can  you  use  this  document  to  determine  specifically  what  is  and  is  not  an  appropri- 
ate DDD  program  activity?     Yes  No  How? 


D)  Do  you  consider  this  document  worthwhile?     Yes  No 

E)  What  changes  would  you  make  in  that  document? 


F)      If  no  on    1  above:     Do  you  perceive  a  need  for  such  a  document?     Yes  No 

What  should  such  a  document  contain? 


-2- 


2.      is  there  a  single,  specific  policy  document  that  clearly  indicates  the  authority,  respons- 
ibilities and  goals  of  the  State  and   Regional  DD  Councils?     Yes  No  

I  don't  know  

A)     What  is  the  name  of  that  document? 


B)  What  is  the  source  of  that  document? 

C)  What  elements  does  that  document  contain? 


D)  Can  you  use  that  document  to  determine  specifically  what  is  and  is  not  appropriate 
Council  activity?     Yes  No  

E)  Do  you  consider  that  document  worthwhile?     Yes  No  

F)  What  changes  would  you  make  in  that  document? 


G)     If  no  above:     Do  you  perceive  a  need  for  such  a  document?     Yes  No 

What  should  it  contain? 


3.      Is  there  a  policy  document  or  plan  that  clearly  indicates  the  goals  and  objectives  of  the 
DDD  program?     Yes  No  

A)  What  is  the  name  of  that  document? 

B)  What  elements  does  that  document  contain? 


C)     Can  you  use  this  document  to  determine  specifically  what  is  and  is  not  an  appropriate 

DDD  program  activity?     Yes  No  

How? 


D)  Do  you  consider  this  document  worthwhile?     Yes  No 

E)  What  changes  would  you  make  in  that  document? 


F)  If    no    above:         Do  you  perceive  a  need  for  such  a  document?     Yes  No 

What  should  such  a  document  contain? 


4.      What  are  the  roles  and  responsibilities  of  the 
A)     State  DD  Council 


B)      Regional   DD  Councils 


C)      State  DD  Office 


D)     Regional   DD  Offices 


5.      What  roles  and  responsibilities  do  you  think  should  be  assigned  to 
A)     State  Council 


B)      Regional  Councils 


C)      State  Staff 


6.      What  is  the  administrative  relationship  between  the 
A)     State  and   Regional  Councils 


B)      State  Council  and  State  Staff 


C)      State  Council  and   Regional  Staff 


D)     Regional  Councils  and  State  Staff 


E)      State  Staff  and   Regional  Staff 


F)      Regional  Councils  and   Regional  Staff 


7.      What  do  you  think  the  administrative  relationship  should  be  between  the 
A)     State  and   Regional  Councils 


B)     State  Council  and  State  Staff 


C)      State  Council  and   Regional  Staff 


D)      Regional   Councils  and  State  Staff 


E)      State  Staff  and    Regional   Staff 


F)      Regional  Councils  and   Regional  Staff 


8.      Who  is  responsible  for  and  supervises  the 
A)     Develcpment  of  the  state  plan 


B)      Development  of  the  regional  plans 


C)      Setting  policy  regarding  the  purchase  of  services 


D)     Setting  policy  regarding  the  required  content  of  provider  services 


E)      Setting  standards  for  quality  of  care  at  the 
(1)    State  level 


(2)     Regional  level 


F)      Setting  standards  regarding  the  qualifications  of  OD  personnel  at 
(1)    State  level 


(2)     Regional  level 
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9.  Do  you  think  the  Councils  should  determine 

A)  Qualifications  of  persons  hired  for  state  or  regional   DD  offices?     Yes 
No  I  don't  know  

B)  Pay  scales  of  persons  hired  for  state  or  regional   DD  offices?     Yes  

No  I  don't  know  

C)  Qualifications  of  providers  or  provider  staff?     Yes  No  

I  don't  know  

D)  Pay  scales  for  providers  or  provider  staff?     Yes  No  

I  don't  know 

E)  Administrative  procedures  of 
State  DD  office  Yes 
Regional   DD  offices        Yes 
Providers  Yes 

10.  What  administrative  and  working  relationships  have  been  established  between  the  different 
SRS  bureaus  and  divisions  that  provide  services  to  DD  clients?     I  don't  know  


No 

1    Hnn't    knnvu 

Nn 

1    Hnn't    Wnnuu 

Mn 

1    Hnn't    know 

A)     Do  you  think  these  relationships  are  effective?     Yes  No 


B)  Do  you  perceive  a  need  for  formal  administrative  and  working  relationships  between 
divisions  and  bureaus  providing  services  to  DD  clients?     Yes  No  

C)  If  yes,  what  relationships  do  you  see  as  necessary? 


11.    Are  there  any  written  policies  or  agreements  that  pertain  to  the  working  relationship 

between  the  Department  of   Institutions  and  DDD?     Yes  No  I  don't  know 

A)     If  yes,  what  are  these? 


B)      How  broad  has  the  dissemination  of  these  policies/agreements  been? 


C)      If  no  above,  do  you   perceive  a  need  for  written  policies  or  agreements?     Yes 
No  
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12.     Is  there  any  document  indicating  who  is  responsible  for  evaluation  of  program  effectiveness 
from  the  perspective  of 

A)  Client  maintenance  and  progress?  Yes  No    I  don't  know 

B)  Administrative  effectiveness  and  control?      Yes   No    I  don't  know 

C)  What  is  this  document? 


13.    Do  you  think  that  the  State  or  Regional  Councils  should  play  any  role  in  evaluating  state 
and  provider  program  content  and  effectiveness? 

State  Council:  Yes  No    I  don't  know  

Regional  Council      Yes  No    I  don't  know  

A)      If  yes:     What  should  that  role  be? 


B)      If  yes:     How  do  you  think  evaluations  of  programs  should  be  done  by  Council   members? 


14.    Have  you  or  other  Council  members  had  any  experience  or  training  in  program  planning, 
management  and  evaluation?     Yes  No  

A)  Do  you  see  a  need  for  training    of  Council  members  in  these  areas? 
Yes  No  Yes  and  No     

B)  If  yes:     What  should  that  training  entail? 


C)      Who  should  be  responsible  for  providing  that  training? 


15.    How  are  persons  chosen  for  Council  membership? 


16.    What  personal  characteristics  are  sought  in  Council  members? 


17.    What  work  experience  or  background  is  sought  in  Council  members? 


18.    Do  you  know  or  are  you  familiar  with  the  other  members  of  the  Council  on  which  you 
serve? 


Most  Some  Few 


Very  familiar 
Somewhat  familiar 
Hardly  familiar 


19.    What  is  your  background  in  the  DD  area? 


20.    What  major  problems  do  you  face  in  meeting  your  responsibilities  as  a  Council  member? 
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A)      How  would  you  eleminate  those  problems? 


APPENDIX  IIa-2   INTERVIEW  FORM:   DEINSTITUTIONALIZATION  PROJECT  — 

ADMINISTRATIVE  ANALYSIS 


INTERVIEW  FORM:     Deinstitutionalization  Project-Administrative  Analysis 


1.      "Is  there  a  policy  document  or  plan  that  clearly  indicates  the  goals  and  objectives  of  the 
DDD  program?"       Yes No    

A)     "What  is  the  name  of  that  document?" 


B)      "What  elements  does  that  document  contain?" 


C)      "Can  you  use  this  document  to  determine  specifically  what  is  and  is  not  an  appropriate 

DDD  program  activity?"         Yes  No    

"How?" 


D)  "Do  you  consider  this  document  worthwhile?"        Yes  No 

E)  "What  changes  would  you  make  in  that  document?" 


F)      If  no  on  1  above:     "Do  you  perceive  a  need  for  such  a  document?"        Yes  No 

"What  should  such  a  document  contain?" 


2.      "Is  there  a  single,  clearly  written  policy  document  or  plan  that  indicates  the  goals  and 
objectives  of  the  Montana  state  deinstitutionalization  program?"        Yes  No 

A)  "What  is  the  name  of  that  document?" 

B)  "What  elements  does  that  document  contain?" 
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C)      "Can  you  use  this  document  to  determine  specifically  what  is  and  is  not  an  appropriate 
program  activity?"       Yes  No    :         "How?" 


D)  "Do  you  consider  this  document  worthwhile?"  Yes  No 

E)  "What  changes  would  you  make  in  that  document?" 


F)      If  no  on  2  above:     "Do  you  perceive  a  need  for  such  a  document?"        Yes  No 

"What  should  such  a  document  contain?" 


3.      "Is  there  a  recognized  management  plan  for  the  DDD?       Yes  No 

A)     Briefly,  what  does  that  plan  contain? 


B)     Who  is  ultimately  responsible  for  implementing  the  DDD  plan?" 

4.      "What  is  the  role  of  the 
A)     State  DD  Council 


B)      Regional  DD  Councils 
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C)     State  DD  office 


D)     Regional  DD  offices." 


5.      "What  are  the  responsibilities  of  the 
A)     State  DD  Council 


B)      Regional  DD  Councils 


C)     State  DD  office 


D)     Regional  DD  offices." 


6.      "Who  is  responsible  for  and  supervises  the 

A)  development  of  the  state  plan 

B)  development  of  the  regional  plans 

C)  setting  policy  regarding  purchase  of  services 
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D)  setting  policy  regarding  the  required  content  of  provider  services 

E)  setting  policy  regarding  the  content  of  contracts  with  providers 

F)  setting  standards  for  development  of  IHPs  and  the  content  of  same 

G)  monitoring  client  progress,  once  placed  in  a  program 
H)  tallying  the  number  of  clients  served 

I)       monitoring  costs  of  contracted  services 

1)  state  level 

2)  regional  level 

J)      monitoring  expenditure  of  funds 

1)  in  state 

2)  in  region 

K)     setting  standards  for  quality  of  care  at 

1)  state  level 

2)  regional  level 

L)     setting  standards  regarding  requisite  skills  of  DD  personnel  at 

1)  state  level 

2)  regional  level." 

7.      "What  is  the  administrative  relationship  between 

A)  state  and  regional  councils 

B)  state  council  and  state  staff 

C)  state  council  and  regional  staff 

D)  regional  councils  and  state  staff 

E)  state  staff  and  regional  staff 

F)  regional  councils  and  regional  staff." 
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8.      "Please  identify  your  staff  by 

A)  job  description 

B)  functional  duties 
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C)     work  experience  and  training." 


Page  7 
9.      "Under  what  SRS  programs  might  a  DD  client  receive  services?" 


A)     What  SRS  bureau  is  responsible  for  each  of  these  programs? 


10.      "What  administrative  and  working  relationships  have  been  established  between  the  different 
SRS  bureaus  and  divisions  that  provide  services  to  DD  clients?" 
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A)     "Do  you  think  these  relationships  are  effective."  Yes No 


B)  "Do  you  perceive  a  need  for  formal  administrative  and  working  relationships  between 
divisions  and  bureaus  providing  services  to  DD  clients?"  Yes No    

C)  If  yes,  what  relationships  do  you  see  as  necessary? 


11.      "Is  there  any  document  indicating  who  is  responsible  for  evaluation  of  program  effectiveness 
from  the  perspective  of 

A)  client  maintenance  and  progress  Yes  No    I  don't  know   

B)  administrative  effectiveness  and  control?        Yes  No I  don't  know  

C)  What  is  this  document? 

D)  Who  is  responsible  for  overall  program  evaluation?" 


12.      Are  there  any  written  policies  or  agreements  that  pertain  to  the  working  relationship  between 
the  Department  of  Institutions  and  DDD?         Yes  No I  don't  know  

A)     If  yes,  what  are  these  ? 


B)      How  broad  has  the  dissemination  of  these  policies/agreements  been? 


C)      If  no  above,  do  you  perceive  a  need  for  written  policies  or  agreements?    Yes  No 


13.      "Is  there  any  written  document  that  formally  and  specifically  outlines  the  method  of  transfer 
of  responsibility  and  financial  support  for  DD  clients  formerly  in  an  institution  and  now 
under  DDD?"       Yes   No    I  don't  know   

A)     If  yes,  what  is  that  document? 


14.      "Is  there  a  formal,  written  policy  or  plan  for  processing  financial  claims  for  services  delivered 
to  DD  clients?"       Yes  No    I  don't  know  


A)      "What  is  that  policy  or  plan?" 


B)      "Who  is  responsible  for  implementation  of  that  policy  or  plan?" 
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C)  "Does  this  policy  or  plan  apply  to  all  sources  of  financial  support?" 
Yes  No    I  don't  know   

D)  Has  this  policy  been  followed?  Yes  No    I  don't  know 

E)  If  no  to  14,  do  you  perceive  a  need  for  such  a  policy  or  plan?" 
Yes  No 

F)  If  yes  immediately  above,  what  should  such  a  policy  or  plan  contain? 


15.      Is  the  processing  of  financial  claims  for  delivery  of  services  to  DD  clients  centralized? 
Yes  No   I  don't  know   

A)  If  no,  what  agencies/bureaus  are  involved? 

B)  "Why  isn't  that  activity  centralized?" 


C)      "What  working  relationships  govern  the  interaction  between  the  agency  paying 
claims  and  the  agency(ies)  arranging  for  services?" 


D)     Are  these  relationships  efficient?        Yes  No 


16.       "What  roles  and  responsibilities  do  you  think  should  be  assigned  to 
A)     State  Council 


B)      Regional  Councils 


C)     State  staff 


Psge  10 
D)     Regional  staff." 


17.      "What  major  problems  do  you  experience  in  meeting  your  administrative  responsibilities?" 


A)     "How  would  you  eliminate  these  problems?" 


APPENDIX  IIa-3   INTERVIEW  FORM:   DEINSTITUTIONALIZATION  PROJECT  — 

PROVIDER 


Name:  Date: 


INTERVIEW     FORM:     Deinstitutionalization  Project  -  Provider 


1.      What  programs  or  services  do  you  provide  for  clients  whose  primary  diagnosis  is 
A)     MR 


B)     CP 


C)      Autistic 


D)     Epileptic 


2.      Do  you  serve  DD  clients  other  than  those  diagnosed  as  mentally  retarded?    Yes  No 

A)     Roughly  what  proportion  of  your  clients  are 

MR Autistic    

CP    Epileptic    


B)      If  MR  is  100%  or  nearly  so,  are  you  aware  of  DD  persons  other  than  MR  within  your 
locality?       Yes    No    I  don't  know    

3.      Are  you  aware  of  the  existence  of  DD  persons  in  your  locality  who  are  not  now  receiving 
services?  Yes    No    I  don't  know    

If  Yes,  roughly  how  many  DD  persons  in  your  locality  remain  unserved?    


4.      Are  you  aware  of  any  plans  by  providers  to  develop  ICF— MR  facilities  for  the  severely  and 
for  profoundly  retarded?         Yes    No    I  don't  know    

What  are  these  plans?      Who  is  interested? 
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5.    What  role  do  you  or  your  staff  play  in  the  development  of 
A)     IHPs  for  DD  clients 


B)      IPPs  for  DD  clients 


6.      Who  planned  or  developed  your  training  programs  for  DD  clients?    Please  identify  this 
person's  experience  or  training  in  program  development  or  planning. 


A)  Do  you  feel  that  your  program  planner  has  had  adequate  training  in  that  area? 
Yes    No    I  don't  know    

B)  What  training  needs  of  your  program  planner  remain  unmet? 


C)     Are  there  written  standards  you  can  use  to  judge  whether  your  program  planner  is 
doing  his/her  job  well?    Yes    No    I  don't  know    

If  yes:       1.      What  are  these  standards? 


Do  you  use  them?    Yes    No 
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7.      Are  there  any  training  programs  in  Montana  that  teach  specific  skills  in  program 
planning  for  DD  clients?    Yes    No    I  don't  know    

If  Yes, 

A)     What  are  those  programs? 


B)     Are  those  programs  effective?    Yes    No    I  don't  know 


8.      Please  describe  your  training  personnel  by  job  responsibility  and  training/experience  in  the 
job  they  perform. 
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9.      In  your  opinion,  are  all  persons  you  have  employed  to  provide  training  to  DD  clients 

themselves  appropriately  trained?    Yes    No    I  don't  know    

A)     What  proportions  of  those  persons  would  you  consider  appropriately  trained? 


B)      What  training  programs  exist  for  persons  providing  training  to  DD  clients? 


C)  Do  you  consider  these  programs  to  be  satisfactory?    Yes    No    

I  don't  know    

D)  What  training  needs  of  personnel  providing  training  to  DD  persons  remain  unmet? 
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10.    Are  there  any  published  standards  regarding  the  qualifications  of  persons  providing  training 

to  DD  clients?    Yes    No    I  don't  know    

A)     What  are  these  standards? 


B)      Do  you  use  these  standards?    Yes    No    I  don't  know 

11.    How  do  you  recruit  your  planning  and  training  staff? 


12.    Do  you  feel  that  the  DDD  should  play  any  role  in  defining  the  qualifications  and  pay  levels 
of  personnel  you  have  hired  to  conduct  training  programs? 
Yes    No    I  don't  know    


If  yes:    What  is  that  role? 


13.    How  do  you  determine  whether  your  programs  or  services  are  appropriate  to  your  clients' 
needs? 


14.    How  do  you  measure  the  progress  of  clients  enrolled  in  your  programs? 
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A)  Do  you  find  this  system  of  monitoring  client  progress  to  be  satisfactory?    Yes 
No    I  don't  know    

B)  If  No,  how  do  you  think  client  progress  should  be  measured? 


15.    Do  you  have  any  information  indicating  that  your  program  or  services  have  had  any  demon- 
strable effect  upon  your  DD  clients?    Yes    No    I  don't  know    

A)     What  is  that  data? 
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16.    What  is  the  rate  of  client  turnover  in  your  program (s)? 

A)  How  many  clients  have  graduated  from  your  program (s)? 

B)  When  was  the  last  client  graduated  from  your  program(s)? 

C)  Who  determines  when  a  client  is  ready  to  graduate  from  your  program (s)? 


D)     What  criteria  are  used  to  determine  when  a  client  is  ready  to  graduate  from  your 
program(s)? 


E)      How  do  you  think  client  readiness  for  graduation  should  be  determined?    By  whom? 


F)      How  often  do  clients  drop  out  of  your  program(s)?    What  are  the  reasons  for  most 
drop  outs? 


G)     How  long  has  your  organization  been  providing  services  to  DD  clients? 

17.    Do  you  or  your  staff  play  any  role  in  determining  the  eligibility  of  potential  clients  for 

your  services?    Yes    No    I  don't  know    

A)     If  Yes,  what  is  that  role? 
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18.    Are  there  any  written  handbooks,  standards  or  criteria  you  can  use  for  guidance  in  the  areas 
of: 
A)     Personnel:     staffing  ratios,    by  type  of  staff,     by  type  of  DD  client? 

Yes    No    Yes  and  No    I  don't  know    


B)      Determining  program  needs  for  clients,  by  type  and  level  of  client? 

Yes  No  Yes  and  No  I  don't  know 


C)  Preparing  Individual  Habilitation  Plans  and  Individual  Program  Plans? 

Yes    No    Yes  and  No    I  don't  know    

D)  Evaluating  client  progress? 

Yes    No    Yes  and  No     I  don't  know    

E)  Planning  and  establishing  service  programs  for  DD  clients? 

Yes    No    Yes  and  No    I  don't  know    

F)  Do  you  feel  a  need  for  such  handbooks,  standards  or  criteria? 

Yss    No    Yes  and  No    I  don't  know    

19.    Have  you  received  any  material  from  any  level  of  the  DDD  Program  indicating  the  goals 

and  objectives  of  the  state  program  for  DD  persons?    Yes    No    

I  don't  know    

If  yes:       A)     Where  did  this  material  come  from? 


B)      Can  you  use  this  material  to  determine  specifically  what  is  and  is  not  an 
appropriate  program  activity  for  DD  clients? 
Yes    No    Yes  and  No    I  don't  know    

If  no:        C)      Do  you  feel  a  need  for  such  material? 

Yes    No    I  don't  know    


20.    Have  you  received  any  technical  information  or  advice  that  you  could  apply  to  your  training 
programs  from  any  level  of  the  DDD  program? 
Yes    No    I  don't  know    

If  yes:       A)     Where  did  this  information  come  from?    What  was  it? 


If  no:        B)      Do  you  feel  a  need  for  such  material? 

Yes    No    I  don't  know 
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21.  What  do  you  see  as  the  appropriate  role  and  responsibilities  of  the 

A)  State  OD  Council 

B)  Regional  DD  Council 

C)  Regional  DD  Staff 

D)  State  DD  Staff 

22.  Who  determines  what  programs  and  services  you  provide? 

A)     Are  you  satisfied  with  this  system?    Yes    No    Yes  and  No 


B)      If  other  than  yes,  who  should  determine  what  programs  and  services  you  provide? 


23.    How  are  clients  selected  for  enrollment  in  your  programs? 


A)  Are  you  satisfied  with  the  system?    Yes    No    Yes  and  No 

B)  If  other  than  yes,  how  would  you  change  the  system? 
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24.    How  is  your  compliance  with  your  contracts  measured?    How  often? 


A)  Are  you  satisfied  with  this  system?    Yes    No    Yes  and  No 

B)  If  other  than  yes,  how  should  contract  compliance  be  measured? 
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25.     What  major  problems  do  you  experience  in  meeting  your  responsibilities  as  a  provider? 


26.    How  would  you  eliminate  those  problems? 


APPENDIX  IIa-4   INTERVIEW  FORM:   DEINSTITUTIONALIZATION  PROJECT  — 

PROGRAM  ANALYSIS 


INTERVIEW  FORM:   Deinstitutionalization  Project  -  Program  Analysis 


1.      What  programs  do  you  provide  (or  supervise)  for 
A)     MR 


B)      CP 


C)     autistic 


D)     epileptic 


2.  Do  you  serve  DD  clients  other  than  the  mentally  retarded?      Yes  No 

A)     Roughly  what  proportion  of  your  clients  are 

MR   Autistic 

CP    Epileptic  

3)      If  MR  is  100%  or  nearly  so:  Are  you  aware  of  DD  persons  other  than  MR  within  your 
region?  Yes  No    I  don't  know     

3.  Who  developed  your  DD  programs?  Please  identify  the  author  of  each  program. 
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4.      What  specific  training  have  your  program  development  personnel  received  in  that  area? 


A)  Do  you  feel  that  this  training  is  adequate?       Yes  No    I  don't  know 

B)  What  personnel  training  needs  do  you  feel  are  unmet? 
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C)      Are  there  written  standards  available  for  the  assessment  of  ones  proficiency  in  developing 
appropriate  and  effective  plans  for  DD  clients?        Yes No  I  don't  know  


If  yes        1.      What  are  these  standards 


2.      Do  you  use  them?  Yes  No    

D)     Is  your  program  planner  satisfied  with  his/her  training? 
Yes   No    I  don't  know   

5.      Are  there  any  training  programs  in  Montana  that  teach  specific  skills  in  program  planning 
for  DD  clients?        Yes  No    I  don't  know  

If  yes        A)     What  are  those  programs? 


B)     Are  those  programs  effective?         Yes  No    I  don't  know 


6.      Please  describe  the  types  of  personnel  in  your  region  that  provide  services  to  DD  persons, 
with  an  emphasis  on  their  requisite  skills. 
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7.      In  your  opinion,  are  all  the  persons  employed  in  providing  services  to  DD  programs 
appropriately  trained?  Yes   No    I  don't  know  

A)     What  proportion  of  those  persons  would  you  consider  appropriately  trained? 


B)     What  training  programs  exist  for  persons  working  in  the  DD  area? 


C)  Do  you  consider  these  programs  satisfactory?       Yes   No    I  don't  know 

D)  What  training  needs  of  persons  working  in  the  DD  area  remain  unmet? 
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5.      Are  there  any  published  standards  concerning  the  qualifications  of  persons  providing  services 
to  DD  clients?  Yes  No    I  don't  know   

A)     What  are  these  standards? 


B)      Are  these  standards  applied?       Yes   No    I  don't  know 


6.      How  do  you  determine  whether  DD  programs  or  services  are  appropriate  to  client  needs? 
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A)     Do  you  find  this  system  of  evaluation  satisfactory?     Yes  No   I  don't  know 

If  no,  B)      In  what  way  do  you  think  program  evaluation  should  be  done? 
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7.      Do  you  have  any  data  indicating  that  deinstitutionalization  has  had  any  demonstrable  effect 
upon  community-placed  DD  clients?      Yes  No    I  don't  know  

A)     What  is  that  data? 
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8.      How  does  one  determine  whether  a  given  client  is  or  is  not  eligible  to  receive  specific 
services  under  the  DD  program? 
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A)  Is  this  system  uniform  within 

1)  your  region      Yes  No    I  don't  know 

2)  the  state  Yes  No    I  don't  know 

B)  Who  determines  client  eligibility? 


C)     What  specific  training  has  this  person  had  that  qualifies  him/her  to  determine  whether 
or  not  a  potential  client  is  developmentally  disabled? 


D)     Do  you  think  this  training  is  adequate?         Yes   No    Yes  and  No. 

I  don't  know  

If  no  to  D),     E)     What  training  should  the  person  determining  eligibility  receive? 
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9.      Is  the  eligibility  system  formally  committed  to  writing?      Yes  No    I  don't  know 

A)     Are  you  satisfied  with  the  eligibility  system?        Yes  No    Yes  and  No 

I  don't  know   


B)     How  do  you  think  eligibility  for  DD  services  should  be  determined? 


10.      Do  you  have  a  system  to  monitor  client  progress?       Yes No 

A)     If  yes,  what  is  that  system? 
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3)      Is  this  system  uniform  within 

1)  your  region?         Yes  No    I  don't  know 

2)  the  state?  Yes  No    I  don't  know 

C)     Who  is  responsible  for  this  system? 


D)     Who  operates  this  system? 


E)  Are  you  satisfied  with  the  system?        Yes  No    Yes  and  No. 

I  don't  know  

F)  How  do  you  think  client  progress  should  be  monitored? 
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11.      Do  you  have  a  system  to  count  the  number  of  clients  served  by  DD  programs? 
Yes  No    I  don't  know   

If  yes.  A)     What  is  that  system? 


B)  Is  this  system  uniform  within 

1)  your  region?         Yes  No    I  don't  know 

2)  the  state?  Yes  No    I  don't  know 

C)  Who  is  responsible  for  this  system? 


D)     Who  operates  this  system? 


E)  Are  you  satisfied  with  this  system?        Yes  No    Yes  and  No. 

I  don't  know   

F)  How  do  you  think  the  number  of  clients  served  should  be  monitored? 
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12.    Do  you  have  a  system  to  identify  and  estimate  future  DD  client  loads? 
Yes   No    I  don't  know   


A)     What  is  this  system  and  how  does  it  work? 


B)      Is  this  system  uniform  within 

1)  your  region?  Yes 

2)  the  state?  Yes 


No 
No 


I  don't  know 
I  don't  know 


C)     Who  is  responsible  for  this  system? 


D)  Who  operates  this  system? 

E)  Does  this  system  apply  to  all  categories  of  DD  clients?  (MR,  CP,  autistic,  epileptic) 
Yes   No    I  don't  know   


F)     Are  you  satisfied  with  this  system? 
Yes  No    Yes  and  No. 


I  don't  know 


G)     How  do  you  think  the  future  number  of  DD  clients  should  be  estimated? 
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13.      Do  vou  have  a  system  to  estimate  and  identify  the  number  of  existing  DD  clients  who  are 
not  now  receiving  services  for  which  they  might  be  eligible? 
Yes  No    I  don't  know  

A)     What  is  this  system  and  how  does  it  work? 


B)       s  this  system  uniform  within 

1)      your  region?         Yes  Nc 

':)      the  state?  Yes  Nc 


I  don't  know 
I  don't  know 


C)       Joes  this  system  apply  to  all  catego   es  of  DD  clients? 
don't  know   


Yes 


Nc 


D)       ire  you  satisfied  with  this  system?        Yes 
don't  know   


No 


Yes  and  No. 


E)      How  do  you  think  unmet  need  should  be  estimated? 
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14.      Are  there  any  written  handbooks,  standards,  or  criteria  you  can  use  for  guidance  in  the 
areas  of: 

A)  Personnel:    staffing  ratios,  by  type  of  staff,  by  type  of  DD  client? 
Yes  No    Yes  and  No I  don't  know   

B)  Determining  program  needs  for  clients  by  type  and  level  of  client? 
Yes  No    Yes  and  No I  don't  know  

C)  Preparing  Individual  Habilitation  Plans  and  Individual  Program  Plans? 
Yes  No    Yes  and  No I  don't  know  

D)  Evaluating  client  progress  under  each's  habilitation  plan?         Yes  No 

Yes  and  No I  don't  know  

E)  Defining  and  establishing  programs  by  content,  type,  personnel  requirements? 
Yes  No    Yes  and  No  I  don't  know  

F)  Establishing  group  and  foster  homes  and  defining  the  qualification  criteria  for  same? 
Yes   No    Yes  and  No   I  don't  know  

A)     Have  the  financial  requirements  of  'modal'  homes  been  defined  and  explained? 
Yes  No    Yes  and  No I  don't  know   

G)  Evaluating  the  effectiveness  of  overall  DD  programs  at  the  levels  of  the  provider, 
the  region  and  the  state? 

Yes  No    Yes  and  No  I  don't  know  

15.    What  major  problems  do  you  experience  in  meeting  your  program  responsibilities? 
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A)     How  would  you  eliminate  those  problems? 


APPENDIX  IIb-1   MENTAL  HEALTH  EVALUATION 
INTERVIEW  SCHEDULE 


Name Date 

Title  

Agency  

MENTAL  HEALTH  EVALUATION 
INTERVIEW  SCHEDULE 


1.   Have  any  specific  deinstitutionalization  goals  or  objectives  been 
formally  established  and  adopted  for  WSSH,  the  Department  of  In- 
stitutions and  the  Mental  Health  Centers? 

WSSH  Yes  No  J  don't  know 


Dept.  Tnst.      Yes  No  I  don't  know 


M.H.  Centers     ifes  Nc  1  don't,  know 


A)   What  are  the":'1  goals  /objectives? 

WSSH         (I  don{t  know  ) 

D  of  1       (I  don't  know  _   ) 

M.H.  rrrn-         (I  don't  know     ) 


B)   Who  wrote  these  goals  and  objectives?   Or  is  responsible 
for  writing  them? 

WSSH  (T  don't  know     ) 


D  of  I       (I  don't  know  ) 


M.H.  Ctrs.    (I  don't  know     ) 


C)   How  widely  have  these  goals/objectives  been  disseminated? 
WSSH         (I  don't  know     ) 

D  of  I       (I  don't  know     ) 

M.H.    Ctrs.         (T   don't   know  } 


D)      Who,    specifically,    is   responsible    for  seeing   that   these 
goals>/ol>jp.ctives  arc  achieved? 

WSSH  (I  don't   know  ) 


D  of   I  (f   don't   know  ) 


M.H.  Ctrs.    (I  don't  know     ) 


If  there  are  no  goals  and  objectives,  why? 


2.   Have  the  "types"  of  patients  who  are  considered  optimal  candidates 
for  rloinst  iLutioTi-T  ligation  been  defined? 

Yes  No  1  don't  know 


A)   What  is  that  definition?   (I  don't  know  ) 


B)   What  criteria  are  used  to  del  ermine  whether  a  person  is  a 

proper  candidate  for  deinstitutionalization?   (I  don't  know  ) 


2.   (continued) 

B)  (continued) 

Are  these  criteria  uniform,  statewide? 
Yes         No  r.  don't  know 


C)   Who  developed  these  def  inii:  lous  and  criteria?   (I  don't  know     ) 


D)   If  there  are  no  definitions  or  .riteria,  why  not?   Who 
is  responsible  for  developing  such  material? 


3.   Who  really  selects  patients  for  deinstitutionalization?  Who 
is  responsible  for  such  selections  end  who  is  rer.ponsibl  e 
for  insuring  that  such  selections  actually  are  made? 


4.   Who  is  responsible  Cor  patient:  placement  planning? 


A)   Who  actually  does  placement  planning? 


B)   What  coordination  is  necessary  in  the  placement  planning 


process? 


C)   What  does  placement  planning  actually  entail? 


4.   (continued) 

D)   How  much  follow-up  Is  characteristic  of  the  patient  planning 
process? 


5.   Are  "Individual  Treatment  Plans"  prepared  for  each  patient? 
How  often? 

Yes  No  I  don't  know 


A)   What  do  these  plans  consist  of?   (I  don't  know  ) 


B)   Are  uniform  criteria  applied  to  ITPs?  What  are  they? 

WSSH        Yes  No  I  don't  know 

M.H.  Center  ¥es  No  1  don't  know 


Content: 


5.   (continued) 

C)   Has  the  content  of  ITPs  been  tailored  to  the  demands  of 
state  and  federal  legislation  that  mandates  ITP  prepara- 
tion?  In  what  way? 

Yes  No  I  don't  know 


Content 


D)   How  are  ITPs  used?    (I  don't  know     ) 


E)   Have  ITPs  been  completed  for  each  patient? 

Yes  No  I  don't  know 


5.   (continued) 
If  no: 


What  is  (was)  the  deadline  for  completion  of  ITPr. 
on  all  patients?    (I  don't  know     ) 


.  Why  wasn't  that  deadline  met? 


6.   Have  specific  goals/objectives  for  community  program  develop- 
ment been  set  by  the  Department  of  Institutions? 

Yes  No  I  don't  know 


A)   What  are  these  goals  (where  are  they  Listed)',' 
(I  don't  know     ) 


B)   Who  is  responsible,  for  the  accomplishment  of  i"hese  goals/ 
objectives?      (1  don't  know  ) 


C)   Has  a  plan  to  accomplish  these  goals  and  objectives  been 
developed?      Yes  No  I  don't  know  


7.   Have  any  estimates  of  the  financial  resources  required  for 
development  of  community  services  been  developed? 

Yes  No  I  don't  know 


A)   What  are  these  estimates  -  where  can  they  be-  found? 
(I  don't  know  ) 


B)  Who  developed  these  estimates  ?   (T  don't  know     ) 


C)   On  what  data  were  (or  should)  such  estimates  based? 
(I  don't  know     ) 


D)   Who  is  responsible  for  developing  financial  estimates 
of  the  cost  of  developing  community  servicer;? 

(I  don't  know  ) 


E)   If  no  estimates  ...  why  haven't  such  estimates  been 
developed? 


8.   Have  any  reliable  community  service  cost  indicators  been 
generated  by  either  the  Mental  Health  Centers  or  the 
Department  of  Institutions? 

Yes  No  I  don't  know 


If  Yes  a)  who  developed  those  indicators?   (I  don't  know     ) 


b)  are  those  indicators  accepted  and  used 
throughout  the  system? 

Yes  No  J    don't    know 


c)  on  what  data  are  those  indicators  based? 
(I  don't  know     ) 


if  No  d)  why  havi.ui't:  such  indicators  been  developed? 

(  C  don' t  know     ) 


e)  are  there  any  plans  to  develop  such  indicators? 

(T  don't  know     ) 


f)  who  is  responsible  for  developing  service  cost 
indicators?      (I  don't  know ) 


9.   There  is  a  Program  Evaluation  Handbook,  dated  November,  1976, 
which  is  to  relate  to  Community  Mental  Health,  Drug  Abuse 
and  Alcohol  Treatment  programs.   Does  this  handbook  cover 
mental  health  center  evaluation!,9 

Yes  No  1  don't  know 


A)   Have  any  service  or  performance  evaluations  been  conducted 
as  yet,  using  that  handbook' 

Yes  No  I  don't  know 


What  were  the  results  of  Lho&c  evaluations? 


B)   Have  any  service  or  perform* ace  evaluations  of  Mental  Health 
Centers  ever  been  done,  usinf;  any  system? 

Yes  No  1  don't  know 

What  were  the  results  of  those  evaluations? 


C)   If  no  evaluations  have  been  done,  when  are  they  scheduled 
to  be  done?     (I  don't  knov      ) 


D)   Who  is  responsible  for  conducting  service  or  performance 
evaluations?    (I  don't  know  ) 
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9.   (continued) 

E)   Who  developed  the  evaluation  handbook,  using  what 
standards?     (I  don't  know     ) 


F)   Are  any  contingencies  attached  I"  the  evaluation 
process? 


1,   What  if  no  evaluations  are  done?    (I  don't  know     ) 


2.   What  if  a  center,  a  program,  or  a  service  gets 
a  poor  rating?       (T  don't  know     ) 


G)      Has  part    111   of   the  handbook  actually  been  completed? 
Yes  No  1    don't   know 


10.   There  is  a  document  entitled  "Standards  for  Community  Mental 
Health  Centers"  dated  March,  1974.   Is  this  document  still 
in  use  or  has  it  been  replaced? 

In  use  Replaced        1  don't  know  


A)   If  replaced,  "what  replaced  that  document?"   (I  don't  know  ) 


B)   If  no  replacement  exists  "What  are  used  as  standards  for 
Mental  Health  Centers?       (I  don't  know  ) 
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10.   (continued) 

C)   If  updated  standards  exist  "By  whom  and  on  what  basis 
were  the  updated  standards  developed?"    (1 


11.   How  many  patients  have  been  placed  in  the  community  under 
the  deinstitutionalization  program?   Please  distinguish 
between  patients  at  WSSH  for  evaluation  and  treatment 
purposes  only  and  those  who  wct*..   deiuf.t' itutionalized 
after  extended  periods  at  WSSH  (e.g.,  greater  than  1  year) 

(I  don't  know     ) 


A)  Can  those  patients  who  have  been  deinstitutionalized 
be  classified  diagnosticallys  to  permit  sorr-e  form  of 
elementary  trend  analysis? 


B)   What  recidivism  rates  have  bet-n  nofod  in  v       "inity 
placed  patients?   Is  a  diagnostic.  L-vf-akdu;   possible 
for  recidivism  data? 


12.   Are  data  available  on  the  demand  for  services,  vv  type  of 
service? 

Yes  No  I  don't  know 


A)   Are  these  data  uniform  and  comparable  across 
mental  health  regions? 

Yes  No  I  don't  know 
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12.   (continued) 

B)   Where  can  these  data  be  obtained  and  what  is  their 
source? 


If  'No'     C)   When  wiJl  such  data  become  available? 
above 


D)   Why  haven't  demand  data  been  collected? 


E)   Who  is  responsible  for  collecting  such  data? 


13.   Has  anyone  any  idea  of  the  number  and  identities  of  persons 

formerly  WSSH  patients  who  now  are  the  responsibility  of  SRS? 


A)     Have  any  arrangements  been  made  with  SRS  for  tracking 
such  persons  to  assure  that  they  receive  necessary 
care? 


B)   What  are  these  relationships? 
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14.   The  1976  Montana  Mental  Health  Plan  mentions  "shortcomings" 
In  mental  health  programs.   Are  data  or  detailed  informa- 
tion available  in  this  regard?   What  are  they? 


15.   The  1976  M.H.  Plan  states  that  the  Department  of  Institutions 
is  "not  legally  restricted  to  provide  community  menta3  health 
services  only  through  regional  mental  health  hoards".   Does 
the  Department  have  alternatives  in  mind?  What  are  they? 

Yes  No  I  don't,  know 

Alternatives: 


A)   How  long  is  it  estimated  to  take   to  put  such  alternatives 
in  place? 


B)   What  cost  estimates  have  been  developed  for  those  alterna- 
tives? 


16.   The  1976  M.H.  Plan  discussed  "inconsistency"  in  WSSH  admission 
policies.   What  has  been  done  about  such  inconsistencies? 

Nothing  I  don't  know  


17. 


U 


The  1976  M.H.  Plan  discussed  the  need  for  residential  treat- 
ment facilities.   Are  data  available  that  indicate  the  need 
and  demand  for  those  facilities? 


Yes 


No 


I  don't  know 


A)   What  are  those  data  and  wh;«t  is  their  origin? 


B)   Has  the  licensure  procedure  for  M.H.  transitional  homes 
been  finalized?  At  what  date,  by  whom? 


Yes 


No 


I  don't  know 


When: 


By  whom: 


18.   Is  there  a  formal  program  underway  to  increase  the  number  of 
service  alternatives  to  WSSH? 


Yes 


If  Yes 


No I  don '  t  know  

A)  What  is  that  program  -  who  is  responsible  tor  it? 


If  No      B)  Why  is  there  no  such  program?  Who  is  responsible 
for  the  development  of  service  alternatives  to 

WSSH? 


19.   The  1976  M.H.  Plan  called  for  reevaluation  of  the  then  current 
WSSH  population,  by  July,  1976.   War,  this  accomplished? 

Yes  No  I  don't  know 


If  Yes    A)   Have  any  changef.  in  program  policy  or  activities 
been  made  as  a  result  of  those  reevaluations? 


Yes  No         I  don't  know 


1.   What  changes  were  made? 


,7 


If  No      b)   For  what  reasons  were  the  pat  lent  reevaluations 
not  completed?   When  will  they  be  completed? 


C)   Who  is  (was)  responsible  for  patient  reevaluations? 
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21.   Article  1  e)   of  the  WSSH  Patient  Placement  Agreement  calls 

for  maintenance  of  financial  records  and  for 
monthly  screening  and  performance  evaluation 
indicators.   Are  these  data  collected,  in  fact? 

Yes  No  1  don't  know 


A)   What  have  they  shown? 


B)  Are  the  data  useful'.' 

Yes No  I  don't  know 

C)  Are  these  data  used?   For  what  purpose? 
Yes  No       I  don't  know 

Purpose: 


D)   What  is  measured? 
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22.   Article  III  e)   of  the  WSSH  Patient  Placement  Agreement 
addresses  adjustment  of  funds.   Are  such  adjustments 
common? 

Yes  No  1  don't  know 


A)   On  the  basis  of  what  data   are  such  adjustments  made? 


B)   Are  adjustments  common  to  all  regional  centers,  or  to 
just  some? 

All  Some  I  don't  know 


If  some,  which  regions' 


23.   Article  VI  of  the  agreement  call.'  lor  audits.   How  often 
are  such  audits  done,  by  whom? 


A)   What  have  these  audits  shown? 


B)   Are  the  audits  used  tor  any  purpose,  once  completed? 
Yes  No  1  don't  know 


What  purpose? 
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24.   Is  there  a  reliable  patient  tracking  system? 

Yes  No  1  don't  know  

A)   Is  this  system  common  to  all  regional  centers? 
Yes  No  I  don't  know 


B)   Are  data  from  this  system  kept  in  a  central 
repository?  /- 

Yer,  No  i  don't  know 


C)   Does  the  system  permit  tracking  of  patients  who 

may  move  from  one  mental  health  region  to  another? 

Yes  No  I  don't  know 

I>)  Who  in   responsible  for  inainLenamc  of  this  system? 

If  there  is  no  system: 

E)  Why  hasn't  such  a  system  been  developed? 


F)   How  is  patient  tracking  done? 


(i)   Is  any  attempt  being  made  to  devtlop  a  patient  tracking 
system? 

Yes  No  I  don't  know 
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25.  Do  data  systems  to  record  services  rendered  enumerate  only 
the  number  of  service  units  delivered  or  are  service  units 
tied  to  specific  patients? 


If  only  service  units  are  enumerated   A)   How  are  patients 
billed  for  services? 


26.   How  does  the  Department  of  Institutions  ensure  that  contracted 
services  are  delivered? 

A)   How  does  the  Department  ensure  quality  in  service 
delivery? 


27.  The  1977  Montana  Mental  Health  PL"  called  for  an  inventory 
of  the  number  of  children  placed  out  oi  state  for  delivery 
of  needed  services  and  for  an  inventory  of  their  needs.  The 
Department  of  Institutions,  the  0SP1  and  SKS  were  charged 
with  this  responsibility.   The  ta.sk  was  to  be  completed  in 
six  months.   Has  the  task  been  completed? 

Yes  No  I  don't  know 


If  No   A)   What  has  been  done? 


* 


30.   (for  Mental  Health  Center  Directors) 

Can  you  predict  your  Center's  funding  needs  for  FY  '78 
and  FY  '79? 

Yes  No  I  don't  know 


A)   On  the  basis  of  what  data  are  you  able  to  make 
this  projection? 


]  B)   Please  indicate  your  projected  budgetary  oreds 

by  budget  category. 


31.   (for  Mental  Heaiih  Center  Directors) 


What  do  you  fee]  .-ice  the  most  equitable  means  of  o  • .;  burning 
general  fund  monies  among  the  Mental  Health  Centers:' 
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32.   The  Adaptive  Services  Division  is  responsible  for  providing 
technical  assistance  and  advice  to  community  programs.   What 
actually  is  provided? 


A)   How  often  is  this  provided? 


33.   What  relationship  docs  the  Mental  Health  Advisory  Council 
have  with  the 

A)  Department,  of  Institutions    (I  don't  know  _   _) 

B)  WSSH  (I  don't  know  ) 

C)  Mental  Health  Centers         (1  don't  know     ) 
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34.   To  what  use  is  the  Mental  Health  Advisory  Council  Plan 
put  by  the 


A)   Department  of  Institutions 


B)   Warm  Springs  State  Hospital 


C)   Mental  Health  Centers 
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35.   What  majoi  problems  do  you  perceive  in  the  state's  programs 
to  deinstitutionalize  emotionally  disturbed  persons? 


36.   How  would  you  correct  those  problem;;' 


APPENDIX  IIb-2   ADDITIONAL  QUESTIONS  FOR  MENTAL  HEALTH  CENTER  PERSONNEL 


Additional  Questions   for  Mental    Health  Center   Personnel 
How   are    Mental    Health   Center   operating   policies   derived?      liv    whom? 


What    function. il   relationship  docs   the  Governing   Board    have   to  Mental    Health   Center 
operations?     The   Advisory    Board? 

A)      Governing   Board 


B)      Advisory    Board 


How   arc   Advisory   Board   Members  chosen,   using  what   criteria? 


What   is  the    functional   administrative   relationship   between   the   Mental  Health  Center  and   the 
satellite   centers? 


Given   federal   requirements   tor   specific   mental   health   services,   how  are  specific   programs 
developed  and   administered   and  by  whom?      (It   probes  are   necessary,  indicate   that   we're 
interested   in   learning   how   programs  ate   designed  and   delivered,   using  what   standards, 
resources  and  judgments.) 


APPENDIX  IIb-3   SURVEY  OF  MENTAL  HEALTH  CENTER 
GOVERNING  BOARD  MEMBERS 
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STATE   OF   MONTANA 

Office  of  the  Governor 
Budget  and  Program  Planning 

Capitol   Building    -    Helena,  Montana   59601 


Michael  G.  Billing 
Director 


Dear 

Last  year,  the  State  of  Montana  received  a  grant  to  conduct  "An 
Evaluation  of  Deinstitutionalization  in  Montana."  The  evaluation 
project  is  to  examine  Montana's  programs  of  deinstitutionalization 
for  both  emotionally  disturbed  and  developmentally  disabled  persons. 
We  have  conducted  the  study  with  the  intention  of  identifying  and 
discussing  the  strengths  and  the  weaknesses  of  Montana's  programs 
in  the  area. 

Our  study  design  has  pursued  four  objectives.   These  objectives 
are: 

I.   To  review  the  successes  and  failures  of  deinstitution- 
alization in  other  states. 

We  have  conducted  a  review  of  the  literature  and  have 
surveyed  the  other  49  states  to  accomplish  this  ob- 
jective. 

II.  To  assess  the  impact  of  deinstitutionalization  on  the 
individual  in  terms  of  individual  behavior  change  and 
improvement . 

We  have  contracted  with  qualified  professionals  to 
assess  the  behavioral  status  of  deinstitutionalized 
individuals  to  accomplish  this  objective. 

III.   To  develop  a  cost  effectiveness  analysis  of  the  de- 
institutionalization process. 

We  have  contracted  with  a  management -accounting 
firm  to  accomplish  this  objective. 

IV.   To  assess  the  efficiency  and  effectiveness  of  dein- 
stitutionalization programs  in  terms  of  programmatic 
content  and  general  administrative  considerations. 

In  order  to  accomplish  this  objective,  we  have  inter- 
viewed and  surveyed  Montanans  who  are  involved  in 
various  aspects  of  the  state's  deinstitutionalization 
programs. 
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We  regard  your  experience  and  insight  as  a  Mental  Health  Governing 
Board  member  to  be  particularly  important  to  the  successful  com- 
pletion of  this  project.   Accordingly,  we  have  developed  a  brief 
survey  form  addressing  the  role  of  the  Governing  Boards  in  the 
management  of  Montana's  mental  health  programs.   The  survey  form 
and  a  stamped,  self-addressed  envelope  are  attached  to  this  letter. 
Please  complete  the  form  and  return  it  prior  to  September  5,  1977. 

Thank  you  for  your  time  and  consideration. 

Sincer&ly, 


(^J/hr~* 


THOMAS  L. 
Governor 


OFFICE  OF   BUDGET  AND   PROGRAM   PLANNING 
Survey   of    Mental    Health   Center  Governing    Board   Members 


I.    What   role   does   the  Governing  Board    play    in   Mental    Health   Center   operations? 


A)      What   role   does   the  Governing  Board   play   in  establishing  Mental   Health  Center 
policies,  goals  and   objectives? 


B)      What  role   does   the  Governing  Board   play   in   staff  selection? 


2.     In   your  opinion,  in   what   other  Mental   Health   Center  activities  should   the   Govrrning 
Board   be   involved? 


v     lii    your   opinion,   wli.it    expectations  do   tlie   Mental    He.iltli   Center   staff    have   regarding 
the   role   ol    the  Governing   Board? 


4.     Briefly,   what  are   the   goals  and   objectives  of  the   Mental   Health   Center   for  which   you 
arc   a  Governing  Board   member? 


5.     How   ilocs  the  Governing   Board   insure   that   client   needs  arc   met? 


6.     How   does  the  Governing   Board   monitor  and  evaluate   the   quality   of  service   delivered 
bv   the   Mental    Health   Center? 


As  a  Governing   Board  .member,  do   you    feel   a   personal    need    for  any   particular   training 
or   information    in   the   mental    health   area?        Yes  No     

If  Yes:       A)      What    should    the   traininii/intonnation    include? 


15)      Who   should    provide    that    training/information 


8.     What    personal   characteristics  are   necessary    in   Governing   Board   members?      What   statutory 
requirements   must   Governing   Board   members   meet? 

Personal  Characteristics: 


Statutory    Requirements: 


9.    What    personal   problems  do   you   face  in   meeting  your   responsibilities  as  a  Governing   Board 
member   for  your  area's   Mental   Health   Center? 


10.     Wh.it   are    the   major   problems   faced   by    the   Mental   Health   Center  in   your  area? 


U.    What   major  difficulties  arc   faced   by   Montana's   program   to  deinstitutionalize   emotionally 
disturbed    persons? 


12.     What   role   should   the   Montana   Department   of  Institutions   play  in: 
A)      Setting  deinstitutionalization  goals  and  objectives? 


Ii)      Assessing  the   quality   ot   service   provided   by   the   Mental    Health  Centers? 


C)      Monitoring  the   compliance   of  Mental   Health   Centers  with   contract   provisions? 


APPENDIX  IIIa-1   MONTANA  SURVEY  OF  STATE  PROGRAMS  FOR  DEVELOPMENTAL 
DISABILITIES  AND  DEINSTITUTIONALIZATION 


MONTANA 
SURVEY  OF  STATE  PROGRAMS  FOR 
DEVELOPMENTAL  DISABILITIES  AND 
DEINSTITUTIONALIZATION 

Date  Respondent 

State  

Address 


Title 

Department 

Telephone 

Number 

1.   What  department (s)  of  your  state  government  is  responsible  for 

programs  for  developmentally  disabled  (DD)  persons  in  your  state? 
If  a  lead  agency  has  been  designated,  please  so  indicate.  Please 
include  an  organization  chart  with  your  reply. 


2.   Within  the  responsible  department (s) ,  is  the  responsibility  for 
DD  programs  and  services  exclusively  that  of  one  division  or 
bureau,  or  is  it  a  shared  responsibility  of  several  divisions 
or  bureaus?   Please  identify  the  responsible  entities. 

exclusive  responsibility        shared  responsibility 
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DD  and  Deinstitutionalization  Program  Survey 

Mon  t  ana 


3.   Is  your  state  conducting  an  active  program  of  deinstitutionaliza- 
tion for  UD  persons?   If  so,  what  department (s)  of  state  govern- 
ment is  responsible  for  this  program?   If  a  lead  agency  has  been 
designated,  please  so  indicate. 
Yes  No 


4.   Within  the  responsible  department (s) ,  is  the  responsibility 
for  the  deinstitutionalization  program  exclusively  that  of 
one  division  or  bureau,  or  is  it  a  shared  responsibility? 
Please  identify  the  responsible  entities. 

exclusive  responsibility  shared  responsibility  
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DD  and  Deinstitutionalization  Program  Survey 

Montana 


5.   Please  send  us  copies  of  program  and  administrative  policy 
documents  that  indicate  the  specific  goals,  objectives  and 
responsibilities  of  your  state's  DD  and  deinstitutionaliza- 
tion programs. 


6.   Please  briefly  explain  the  administrative  relationship  between 
your  state  DD  advisory  council  and  your  state  DD  program  staff. 


7.   Has  your  state  created  regional  DD  advisory  councils?   If  so, 
what  is  their  administrative  relationship  to  the  state  DD 
council  and  to  the  state  DD  program  staff? 
Yes  No 
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Montana 


8.   Please  send  us  copies  of  the  enabling  legislation  for  your 
state  DD  and  deinstitutionalization  programs. 


9.   Please  indicate  whether  you  wish  a  summary  of  the  results 
of  this  survey. 
Yes  No 


Please  enclose  the  completed  survey  form  in  the  attached  envelope. 


APPENDIX  IIIb-1   MONTANA  SURVEY  OF  STATE  PROGRAMS  FOR 
MENTALLY  DISTURBED  PERSONS 


MONTANA 
SURVEY  OF  STATE  PROGRAMS  FOR 
MENTALLY  DISTURBED  PERSONS 


Date  Respondent 

State  Title 


Address  Department 


Telephone  Number 


1.   What  department (s)  of  your  state  government  is  responsible  for 
programs  for  mentally  disturbed  (MD)  persons  Ln  your  state? 
If  a  lead  agency  has  been  designated,  please  so  indicate.  Please 
include  an  organization  chart  with  your  reply. 


2.   Within  the  responsible  department (s) ,  is  the  responsibility  for 
MD  programs  and  services  exclusively  that  of  one  division  or 
bureau,  or  is  it  a  shared  responsibility  of  several  divisions 
or  bureaus?   Please  identify  the  responsible  entities. 

exclusive  responsibility  shared  responsibility  
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MO  and  Deinstitutionalization  Program  Survey 

Montana 


3.   Is  your  state  conducting  an  active  program  of  deinstitution- 
alization for  MD  persons?   If  so,  what  department (s)  of  your 
state  government  is  responsible  for  the  program?   If  a  lead 
agency  has  been  designated,  please  so  indicate. 

Yes  No 


4.   Within  the  responsible  department (s) ,  is  the  responsibility 
for  the  deinstitutionalization  program  exclusively  that  of 
one  division  or  bureau,  or  is  it  a  shared  responsibility? 
Please  identify  the  responsible  entities. 

exclusive  responsibility  shared  responsibility  
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MD  and  Deinstitutionalization  Program  Survey 

Montana 


5.  Please  send  us  copies  of  program  and  administrative  policy 
documents  that  indicate  the.  specific  goals,  objectives  and 
responsibilities  of  your  state's  MD  and  deinstitutionaliza- 
tion programs. 

6.  Please  briefly  explain  the  administrative  relationship 
between  your  state  Mental  Health  or  MD  Advisory  Council 
and  your  state  MD  program  staff. 


7.   Has  your  state  created  regional  mental  health  organizations? 
If  so,  what  is  their  administrative  relationship  to  the 
state  Mental  Health  or  MD  Advisory  Council  and  to  the 
state  MD  program  staff? 
Yes  No 
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8.   Please  send  us  copies  of  the  enabling  legislation  for  your 
state  MD  and  deinstitutionalization  programs. 


9.   Please  indicate  whether  you  wish  a  summary  of  the  results 
of  this  survey. 
Yes  No 


Please  enclose  the  completed  survey  form  in  the  attached 
envelope c 


APPENDIX  IV  AGENCY  COMMENTS  AND  RESPONSES 


STATE  OF  MONTANA 

Office  of  the  Governor  Th°™s L  Jud*e 

Governor 

Budget  and  Program  Planning  Geo ^T "ma" 

Capitol  Building  -  Helena,  Montana  59601 


t\A" 


January    10,   1978 


MEMORANDUM 

TO:  Judy  Carlson 

Pat  Melby 
Larry  Zanto 


'FROM:      John  S.  Fitzpatrick 
V;   RE:  An  Administrative/Program  Analysis  of  Deinstitutionalization 


Attached  is  a  review  copy  of  An  Administrative/Program  Analysis  of  Deinstitutionalization. 
This  report  addresses  Montana's  programs  of  deinstitutionalization  for  dcvelopmentally 
disabled  and  emotionally  disturbed  persons.     Also  contained  within  this  report  is  a  review 
of  similar  programs  in  other  states  and  a  review  of  pertinent  professional  literature  regarding 
deinstitutionalization. 

Please  review  this  report  and  submit  your  comments  no  later  than  January  31,  1978. 


STATE  OF  MONTANA 

DEPARTMENT  OF  INSTITUTIONS 

HELENA 


John  Fitzpatrick 

Office  of  Budget  and  Pro 


Lawrence  M, 
Director 


Zant 


Date: 


Planning 


February  1,  1^78 


Response  to  draft  report  -  Administrative/Program  Analysis  of  Deinstitutionalization 

The  attached  response  is  submitted  in  response  to  your  request  for  an 
analysis  and  critique  of  the  draft  report  entitled  Administrative/Program 
Analysis  of  Deinstitutionalization  submitted  by  Theordore  H.  Clack  as 
part  of  your  comprehensive  analysis  of  deinstitutionalization. 

As  has  been  the  case  with  the  other  three  draft  reports  on  deinstitutionalization 
to  which  we  have  responded  earlier,  we  have  solicited  comments  from  our 
institutional  superintendents  and  field  office  operations  and  have 
subsequently  collaborated  with  and  synthesized  their  comments  into  one 
departmental  response. 

Our  response  incorporates  in  one  document  our  observations  and  comments 
on  both  the  formal  draft  report  submitted  by  Mr.  Clack  and  his  summary 
of  findings  on  the  evaluation  of  deinstitutionalization. 

Again,  as  we  have  stated  in  our  responses  to  your  other  reports  on 
deinstitutionalization,  this  department  is  in  full  support  of  Montana's 
efforts  to  implement  appropriate  deinstitutionalization  programs.  May  I 
commend  you  on  your  efforts  to  maintain  strong  and  enlightened  evaluation 
processes  to  preserve  the  integrity  of  and  to  clarify  our  deinstitutionalization 
efforts  in  all  state  agencies.   I  would  like  to  express  my  appreciation 
for  the  courtesy  extended  to  this  department  in  being  able  to  review  and 
comment  upon  this  and  former  draft  evaluation  studies. 

LMZ:sf 


cc:   Larry  Carlson 


RESPONSE  TO  DRAFT  OF  ADMINISTRATIVE/PROGRAM 
ANALYSIS  OF  DEINSTITUTIONALIZATION 


Any  formal  evaluation  of  so  complex  a  social-political  phenomenon  as 
Montana's  deinstitutionalization  programs  for  the  developmentally  disabled 
(DD)  and  emotionally  disturbed  (ED)  is  necessarily  going  to  reflect  many  of 
the  characteristics  of  the  evaluee,  i.e.,  at  times  fragmented,  inaccurate, 
confused,  and  containing  outdated  information.   However,  overall,  the  author 
is  to  be  commended  for  corroborating  what  this  Department  has  also  identified 
as  the  major  weaknesses  in  the  system.   Further,  implicit  in  Section  III, 
Deinstitutionalization  In  Other  States,  Montana  does  compare  favorably  with 
the  natic  lal  efforts  to  provide  services  to  this  population.   The  report 
would  have  had  more  utility  and  credibility  if  some  of  the  positive 
accom-  -ishments  of  the  system  had  been  mentioned  along  with  the  negative. 

A  major  weakness  of  the  report  is  the  exclusion  of  the  State's  primary 
: nstitution  for  care  of  DD.   Boulder  River  School  and  Hospital  has  been  and 
continues  to  be  intimately  involved  in  the  deinstitutionalization  of  this 
population  at  all  levels  of  planning  and  implementation.   Yet,  neither  their 
response  nor  those  of  the  Department  of  Institutions  staff  were  included  in 
thr  report.   In  fact,  comments  were  not  solicited  from  Departmental  staff 
relative  to  the  DD  Program.   Unfortunately,  this  omission  is  indicative  of 
the  second  major  flaw,  namely,  the  author's  not  addressing  the  tremendous 
cost  and  loss  of  efficiency  associated  with  administratively  separating 
programs  for  DD  from  those  for  ED.   Particularly  in  a  state  as  rural  as 
Montana,  there  is  little  justification  for  creating  two  large  bureaucracies 
tc  Jeveioi   monitor,  and  fund  programs  that  to  a  large  degree  employ  similar 
professionals  —  psychologists,  social  workers,  educators,  aides,  psychiatrists, 
etc.  —  to  provide  similar  programs  —  day  care,  group  homes,  sheltered  work- 
shops, etc.  —  to  deal  with  basic  living  skills  and  community  adjustment  for 
populations  that  share  many  similar  basic  needs.   Obviously,  there  are 
significant  differences  in  many  aspects  of  programs  for  the  mentally  ill  and 
mentally  retarded  and  we  are  not  suggesting  total  integration  of  programs. 
However ,  some  assessment  should  be  made  of  the  current  overall  administrative 
structure. 

Methodologically,  there  are  two  points  we  would  like  to  address.   First, 
we  believe  much  information  was  lost  or  distorted  by  relying  exclusively  on 
interview  data.   The  whole  field  of  services  to  these  population  is  replete 
with  ill  defined  and  ambiguous  terminology.   It  is  unreasonable  to  expect 
everyone  to  be  using  common  definitions  for  such  terms  as  ITP,  IHP,  treatment 
plans,  all  the  various  goals  and  objectives,  cost  finding  systems,  MIS,  etc. 
Perhaps  a  more  valid  approach  would  have  been  to  actually  review  examples  of 
ITP's,  goals/objectives,  etc.,  to  assess  the  actual  uniformity  and  quality 
from  region  to  region.   Secondly,  the  investigators  assumed  that  all  personnel 
interviewed  had  equal  access  to  information  and  an  equal  need  to  know  all 
aspects  of  the  programatic,  fiscal  and  administrative  issues.   This  was 
certainly  not  the  case  within  the  Division  of  Mental  Health  and  Residential 
Services  where  only  two  of  the  four  staff  had  any  reason  to  be  fully 
knowledgeable  of  all  aspects  of  the  deinstitutionalization  program. 


Concerning  specific  recommendations  for  deinstitutionalization  of  the 
nationally  disturbed: 

commendation  11: 

The  Division  has  purposely  not  engaged  in  determination  of  regional 
quotas  for  deinstitutionalization.   To  do  so  would  eliminate  the  necessary 
_exibility  of  locally  operated  programs.   Additionally,  the  "state  of  the 
art"  is  such  that  those  critical  variables  that  impact  upon  the  success  or 
failure  of  the  overall  deinstitutionalization  program  have  not  been  identified. 
How  many,  how  soon,  are  questions  that  can  only  be  answered  through  experience 
0ained  by  time. 

Recommendation  12: 

The  recommendation  has  been  incorporated  in  the  current  CMHC  cor  tracts. 
Recommendation  13: 

This  has  also  been  incorporated  in  our  contracts  with  CMHC's. 
Recommendation  14: 

It  is  unclear  what  is  intended  by  this  recommendation. 
Recommendation  15: 

Presently  being  done. 

Recommendation  16: 

The  authors  appear  to  be  confusing  the  report  to  the  Governor  by  the 
.lental  Health  Advisory  Council  and  the  Department  State  Mental  Health  Plan. 
We  do  agree  with  the  obvious  intent  of  the  recommendation  that  there  be  a 
closer  working  relationship  among  the  Mental  Health  Advisory  Council, 
Community  Mental  Health  Centers  and  the  Department. 

Recommendation  17: 

We  do  not  agree  with  the  author's  attempt  to  develop  a  "success  profile". 
Too  many  variables  impinge  upon  the  eventual  success  or  failure  to  make  any 
such  profile  at  all  useful. 

Recommendation  18: 

We  concur  that  this  is  vital  information  for  planning  purposes.   Presently, 
the  Department  is  negotiating  to  contract  for  such  a  survey. 

Recommendation  19: 

We   agree   that   there  needs    to   be   more   information  concerning   programs   for  child^r 
and  will   cooperate  with  OBPP   in  gathering   such   information   to   the   full   extent  of 
our  ability. 


Recommendation  20: 

This  has  been  accomplished. 
Recommendation  21: 

We  are  presently  attempting  to  implement  this  recommendation. 
Recommendation  22: 

This  is  also  being  worked  on. 

Recommendation  23: 

This  is  partially  accomplished  through  the  biannual  site  reviews  of  the 
CMHC ' s . 

Recommendation  24: 

We  agree  with  the  recommendation  that  a  tracking  system  would  be  beneficial 
provided  the  individual's  privacy  is  respected  and  provided  tracking  would 
terminate  at  such  time  as  the  client  discontinued  service. 

Recommendation  25: 

°n  excellent  suggestion. 
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I  have  serious  questions  concerning  the  methodology  and  the  subsequent 
analysis  of  data.  Editorially,  the  style  and  format  is  equally  question- 
able and  I  could  forward  comment  on  all  points  for  your  information. 
However,  I  do  not  see  these  concerns  as  obviating  a  response  to  the 
discussion  section.  As  this  section  represents  the  action  or  prescriptive 
part  of  the  study,  it  commands  attention  regardless  of  other  factors. 

Generally,  the  recommendations  for  the  DD  program  are  reasonable  state- 
ments of  reasonable  expectations.  To  a  large  extent,  they  are  redundant 
upon  the  report  of  OBPP  of  February  1976  for  which  I  was  senior  author. 
There  also  is  some  discrepancy  related  to  time.  As  the  author  should  be 
aware,  there  have  been  numerous  developments  with  DD  directly  relevant  to 
the  results,  yet  such  variance  is  not  addressed.  One  example  is  the 
expressed  need  for  relevant  training  (Recc.  #7,  8,  9)  where  in  fact  an 
extensive  program  in  ongoing. 

The  recommendations  for  the  mental  health  programs  are  equally  reasonable 
in  content  and  relevance,  although  I  have  not  examined  the  section  as 
thoroughly  as  the  parts  relevant  to  DD. 

In  preview  then,  I  can  say  that  the  recommendations  are  well  stated  but 
that  my  agreement  does  not  necessarily  eminate  from  the  data  base  of  the 
investigator.  (This  is  particularly  true  of  the  "Administrative  Program 
Analysis".)  On  the  contrary,  this  data  base  hardly  qualifies  for  any 
inferences  in  support  of  the  recommendations.   (Please  recall  that  the 
hypothesis  are  directional-not  null  as  reported  but  even  then  the  rules  of 
evidence  must  be  stated  -  They  are  not. )  A  researcher  does  not  have  the 
licence  to  dispense  with  "statistical  manipulations"  without  extensive 
justification.  Considering  that  probable  readers  are  not  likely  to  be  aware 
of  probable  interpretative  errors  the  author  should  clearly  caution  the 
reader.  The  contrast  between  the  opinion  data  analysis  and  that  of  Dr.  Walsh's 
report  on  client  data  is  vivid.  As  promised  in  the  opening  paragraph  I 
could  elaborate,  but  it  would  not  serve  a  purpose  for  inclusion  in  the  report. 
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A  basic  quide  of  such  research  was  violated: 

Evaluative  research,  by  its  nature  and  goal  should  not  be 
confined  to  data  defined  and  selected  on  an  a-priori  basis  - 
i.e.,  rigid  adherence  to  a  research  proposal. 
Substantiation  for  this  critique  could  be  found  in  many  sources  including, 
Evaluation  of  Behavioral  Programs,  Davidson,  Clark,  and  Hamerlynck, 
Research  Press,  1974.  Specific  omissions  of  relevant,  available  data  are: 

i.  Reports  of  the  Mental  Disabilities  Board  of  Visitors 

ii.  OBPP  report  authored  by  Dr.  Sexton  on  the  original  DD  clients 
placed  after  Aoril  '75. 

iii.  DDD  report:  Project  Backtrack  by  Shirley  Frisch. 

iv.  DDD  report:   ICF/MR  Feasibility  Study  by  Keith  McCarty. 

v.  DDD  report:  Deinstitutionalization  Report  of  August  22,  1977. 

vi.  A  study  of  the  roles  and  activities  of  BRS&H,  Eastmont  and  Galen 
State  Hospital  was  not  included. 

The  inclusion  of  such  data  and  information  could  have  been  the  basis  for 
support  as  well  as  elaboration  of  the  recommendations.  When  I  contrast 
the  neglected  evidence  readily  available  with  the  directed  opinions  of  an 
unknown  sample  in  the  administrative  study  of  DD,  I  seriously  doubt  the 
validity  of  titling  the  report  "An  Evaluation  of  Deinstitutionalization  in 
Montana."  A  more  appropriate  title  would  be  "An  Evaluation  of  Community 
Based  Services  to  Selected  DD  Clients-Using  Opinions  of  Selected  Roles  and 
Functions. " 

As  previously  stated,  the  recommendations  are  convergent  with  my  data  and 
views.  Considering  that  the  report  is  from  OBPP  it  would  appear  reasonable 
to  avoid  terms  such  as  "Those  responsible"  and  in  fact  designate  the  parties. 
Isn't  this  a  major  problem  of  the  findings,  "who  is  responsible?"  Why  not 
put  #6  as  the  first  recommendation?  The  underlying  assumption  of  central ity 
of  responsibility  certainly  would  support  such  an  ordering. 

In  summary:  The  study  does  not  cover  several  relevant  dimensions  of  Montana's 
deinstitutionalization.  It  ignores  the  history  of  dramatic  action  starting 
at  BRS&H  in  1969/1970  so  the  reader  is  lead  to  a  cataclysmic  view  rather 
than  an  evolutionary  view  of  a  reform.  Vast  amounts  of  potentially  valuable 
data  were  ignored  while  there  is  a  week  synthesis  of  the  data  utilized. 
Considering  that  the  study  was  funded  by  HEW  I  assume  that  one  purpose  of 
the  study  was  to  examine  the  Montana  programs  for  the  benefit  of  other  states 
Given  that  the  record  of  DD  deinstitutionalization  is  an  empirical  fact; 
and  that  Walsh's  report  is  supportive  of  the  general  success,  it  is  not 
possible  for  a  naive  reader  to  even  understand  possible  causative  factors. 

The  final  error  in  reporting  is  that  the  gross  measures  of  deinstitutional- 
ization for  MH  (i.e.,  community  placements  vs.  new  commitments  and  recidivism) 
are  not  presented  and  I  suspect  that  the  differences  are  very  significant. 
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Therefore  an  empirically  supported  DD  program  is  chunked  with  the  MH 
program  for  which  there  is  no  empirical  support  cited  and  data  probably 
unsupportive  is  not  included. 

The  study  as  furnished  to  me  should  be  rewritten. 

si 

cc:  Pat  Mel  by 


REBUTTAL  COMMENTS:   DEPARTMENT  OF  INSTITUTIONS  COMMENTS  ON  THE 
ADMINISTRATIVE/PROGRAM  ANALYSIS 

1.  Re:   Including  Department  of  Institutions  staff  in  the  analysis 

of  the  DD  program. 

The  structure  of  Montana's  community-based  developmentally  dis- 
abled (DD)  program  was  established  by  the  state  legislature  and  is 
defined  by  statute.   The  Department  of  Social  and  Rehabilitation 
Services  (SRS)  is  the  administrative  agency  for  the  community-based 
DD  program  and  is  also  the  agency  responsible  for  the  actual  de- 
institutionalization of  DD  clients  from  state  institutions.   The 
Department  of  Institutions  is  charged  with  training  and  preparing 
DD  residents  for  community  placement  and  referring  those  clients  to 
SRS  when  they  are  capable  of  residence  in  a  community  setting.   The 
evaluation  was  directed  toward  the  post-institutional  aspects  of 
the  deinstitutionalization  program  and  therefore  did  not  require 
substantial  participation  by  institutional  staff.   Furthermore, 
there  has  been  and  continues  to  be  a  number  of  DD  clients  in  state 
institutions  awaiting  community  placement,  and  in  the  absence  of 
significant  evidence  to  the  contrary,  the  Office  of  Budget  and 
Program  Planning  (OBPP)  assumes  that  the  Department  of  Institutions 
is  substantially  meeting  its  obligation  in  the  DD  deinstitutionaliza- 
tion effort,  that  is,  preparing  and  referring  clients  for  community 
placement . 

2.  Re:   111  defined  and  ambiguous  terminology. 

One  of  the  first  steps  taken  in  any  systematic  effort  to  achieve 


2.  (continued) 

a  program  goal  is  to  derive  a  suitable  operational  terminology.   This 
is  done  to  assure  that  all  participants  understand  what  is  being  sought, 
what  their  respective  roles  are,  how  to  achieve  the  end  product,  and 
how  to  evaluate  the  success  of  the  endeavor.   Scientific  disciplines 
provide  the  best  examples  of  this  process.   Contrary  to  the  assumption 
of  the  Department  of  Institutions,  the  Office  of  Budget  and  Program 
Planning  maintains  that  the  agency  responsible  for  program  management 
should  develop  and  use  requisite  operational  definitions  to  insure 
program  effectiveness. 

3.  Re:   Review  of  Individual  Habilitation  Plans,  etc. 

The  Administrative/Program  analysis  was  designed  to  be  a  review 
of  organizational  structures,  program  development,  and  management 
processes.   It  was  not  designed  to  be  a  follow-up  of  individual  clients 
or  to  examine  clinical  treatment  effects.   These  topics  were  generally 
addressed  in  volumes  three  and  four  -  the  evaluations  of  the  behav- 
ioral effects  of  deinstitutionalization  upon  the  developmentally 
disabled  and  emotionally  disturbed.   Accordingly,  the  exclusion  of 
documents  such  as  individual  habilitation  plans  from  the  administra- 
tive/program analysis  was  appropriate. 

4.  Re:   "The  investigators  assumed  that  all  personnel  interviewed 

had  equal  access  to  information  and  an  equal  need  to  know 
all  aspects  of  the  programmatic,  fiscal,  and  administrative 
issues. " 

The  project  manager  interviewed  program  directors  and  top  manage- 
ment personnel  within  the  mental  health  program.   Direct  service 
personnel  were  not  asked  management  oriented  questions.   It  was  not 
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4.  (continued) 

expected  that  each  and  every  respondent  possessed  detailed  knowledge 
of  each  and  every  programmatic,  fiscal,  and  administrative  issue. 
However,  it  is  the  opinion  of  the  Office  of  Budget  and  Program  Plan- 
ning that  top  administrators  should  be  aware  of  the  nature  of  their 
responsibilities  and  the  tools  available  to  accomplish  such  ends. 

5.  Re:   Exclusive  reliance  upon  interview  data. 

The  evaluation  did  not  rely  exclusively  upon  interview  data. 
Plans,  grant  applications,  contracts  for  services,  program  evalua- 
tions and  other  documents  were  also  reviewed.   Such  information  was 
most  valuable  as  background  material  but,  in  most  cases,  not  spe- 
cifically useful  for  evaluative  purposes. 

6.  Re:   Comment  on  recommendation  11. 

Recommendation  11  does  not  suggest  nor  imply  the  development  of 
regional  quotas  for  deinstitutionalization.   It  calls  only  for  the 
preparation  of  specific  program  goals  and  objectives  and  of  program 
output  measures.   It  further  suggests  that  the  department  ensure 
some  minimum  uniformity  within  the  program,  statewide. 

7.  Re:   Comment  on  recommendation  14. 

The  Office  of  Budget  and  Program  Planning  sees  no  ambiguity  in 
recommendation  14. 
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REBUTTAL  COMMENTS:   DEPARTMENT  OF  SOCIAL  AND  REHABILITATION  SERVICES 
COMMENTS  ON  THE  ADMINISTRATIVE/PROGRAM  ANALYSIS 

1.  Re:   Failure  to  reference  certain  reports,  failure  to  compare 

mental  health  and  DD  programs. 

An  Evaluation  of  Deinstitutionalization  was  conducted  to  identify 
the  strengths  and  weaknesses  of  Montana's  deinstitutionalization 
programs.   This  was  stated  in  the  report  of  that  project.   There  was 
no  intent  to  compare  the  relative  merits  of  the  DD  or  mental  health 
programs,  to  discuss  the  philosophical  merits  of  deinstitutionaliza- 
tion or  to  address  hypothetical  program  structures.   The  volume  of 
the  report  most  objectionable  to  the  reviewer  was  intended  to  address 
administrative  and  management  issues  within  those  programs.   That 
volume  achieved  precisely  that  purpose  —  no  more,  no  less.   The 
articles  to  which  the  reviewer  referred  do  not  address  such  issues 
and  were  not  referenced  for  that  reason.   Another  volume  of  the 
report  addresses  the  specific  behavioral  effects  of  deinstitution- 
alization upon  mentally  retarded  persons.   That  volume  presents 
objective  data  which  demonstrate  the  beneficial  effects  of  deinstitu- 
tionalization upon  those  mentally  retarded  persons  served  by  the 
program.   The  author  saw  no  point  in  duplicating  those  results  -  they 
speak  for  themselves. 

2.  Re:   Serious  questions  concerning  the  methodology  and  the 

subsequent  analysis  of  data  (sic). 

Comments  were  sought  from  the  Department  of  Social  and  Rehabilita- 
tion Services,  Department  of  Institutions,  Boulder  River  School  and 
Hospital,  Warm  Springs  State  Hospital  and  the  mental  health  centers 


2.  (continued) 

prior  to  the  submission  of  the  research  proposal  for  the  evaluation 
project.   No  comments,  negative  or  positive,  were  received  from  the 
Developmental  Disabilities  (DD)  Division.   The  project  manager  met 
several  times  with  Mr.  Hamerlynck  and  members  of  his  staff  to  discuss 
the  direction  of  the  study  and  the  methods  to  be  used.   Mr.  Hamerlynck 
was  given  the  opportunity  to  review  and  comment  upon  drafts  of  the 
interview  forms  to  be  used  in  the  evaluation.   No  comments,  negative 
or  positive,  were  received  from  the  DD  Division. 

3.  Re:   Redundancy  and  source  of  recommendations. 

The  recommendations  contained  in  the  report  of  the  evaluation  are 
indeed,  reasonable.   The  fact  that  some  of  those  recommendations  may 
be,  in  part,  redundant  upon  (sic)  earlier  recommendations  does  not 
detract  from  their  validity.   The  Office  of  Budget  and  Program  Plan- 
ning (OBPP)  is  forced  to  wonder  why,  if  those  recommendations  were 
forwarded  two  years  ago,  they  have  not  been  implemented  by  the  admin- 
istrator of  the  program  in  question. 

4.  Re:   Probable  interpretative  errors  (sic)  in  data  analysis. 
Mr.  Hamerlynck  stated  that  the  interview  data  are  subject  to 

"probable  interpretative  error".   The  OBPP  invites  Mr.  Hamerlynck 
to  provide  information  which  substantiates  his  claim  that  the  data 
have  been  misinterpreted.   Mr.  Hamerlynck  also  implied  that  the 
respondents  to  this  project  were  led  by  the  interviewers.   This 
implication  impugns  the  integrity  of  the  respondents  and  the  inter- 
viewers.  The  OBPP  suggests  that  Mr.  Hamerlynck  substantiate  this 
claim. 
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5.  Re:   Lack  of  statistical  manipulation  of  the  data. 

Mr.  Hamerlynck  was  correct  in  stating  that  the  interview  data 
were  not  subjected  to  statistical  manipulation.   The  results  of 
the  Administrative/Program  analysis  comprise  an  enumeration  of 
statements  of  those  interviewed.   The  nature  of  this  evaluation 
was,  again,  to  identify  program  strengths  and  weaknesses.   The 
OBPP  concluded  that  the  best  means  to  achieve  this  end  was  to 
ascertain  the  perceptions  of  those  who  are  involved,  daily,  in  the 
program.   Statistical  manipulation  of  the  interview  data  was  deemed 
unnecessary  in  light  of  the  intent  of  the  evaluation.   No  conclu- 
sions were  drawn  that  were  not  based  upon  a  majority  of  respondents' 
statements,  except  where  a  large  plurality  of  perception  was  present 
within  a  very  diverse  body  of  statements.   The  OBPP  submits  that  a 
perception  shared  by  more  than  one-half,  and  in  many  cases  a  far 
larger  majority  of  persons  involved  in  the  DD  program  should  be 
taken  seriously  by  the  program  administrator. 

6.  Re:   Data  defined  and  selected  on  an  a-priori  basis  (sic). 
The  comment  that  the  evaluation  was  conducted  on  an  a-priori 

(sic)  basis  is  interesting.   In  light  of  his  opportunities  to  com- 
ment upon  and  shape  the  course  of  the  evaluation,  Mr.  Hamerlynck 
should  know  that  this  was  not  the  case.   Certainly,  after  a  period 
of  time,  the  direction  and  method  of  the  evaluation  were  delineated. 
The  end  product  of  any  endeavor  eventually  must  be  defined  if  it 
is  to  be  achieved.   However,  this  evaluation  was  undertaken  only 
after  consultation  with  parties  to  the  programs  and  involvement  in 
some  program  functions. 
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7.  Re:   Unknown  sample  (sic). 

Contrary  to  Mr.  Hamerlynck's  perception,  the  sample  of  persons 
interviewed  is  not  unknown.   The  identity  of  those  interviewed  is 
presented  in  the  method  section  of  the  volume  to  which  Mr.  Hamerlynck 
has  addressed  his  objections. 

8.  Re:   A  study  of  the  roles  and  activities  of  Boulder  River 

School  and  Hospital,  Eastmont  and  Galen  State  Hospital. 

See  Item  1  of  Rebuttal  Comments:   Department  of  Institutions 
Comments  on  the  Administrative/Program  Analysis. 

9.  Re:   Identity  of  persons  responsible  for  the  program. 
Finally,  Mr.  Hamerlynck's  questions  about  the  identity  of  those 

responsible  for  the  programs  is  seen  by  the  OBPP  to  corroborate 
some  of  the  conclusions  of  the  study.   Surely,  the  Administrator 
of  the  DD  Division  should  be  aware  of  the  identity  of  those  re- 
sponsible for  various  aspects  of  the  program. 
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